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Developing Public Health Services 

DURING THE WAR YEARS, federal, state, and local govern 
ments, and the public in general have become increas 
ingly aware of the importance of a public health system 
which will promote the widest dissemination of our ex- 
panding medical knowledge and technology. Many states 
have instituted clinical programs in connection with 
their public health or welfare departments to provide 
medical and nursing services in areas that lack these fa 
cilities; emergency care, health maintenance, preventive 
medicine, and health education are being provided in 
these regions by competent physicians and nurses. Dh 
Thomas Parran, Surgeon General of the United States 
Public Health Service, outlines the results of a survey 
of the organization of health services that covered all of 
the states, the District of Columbia, the Territories of 
\laska, Hawaii, and Puerto Rico, and the Virgin Islands 
(see page 30). Not only the state departments of health 
but numerous other official agencies are respoasible fon 
the many health services now demanded by the public. 
In the various states, the agencies participating in health 
activities numbered from six to eighteen. The same vari 
ation was observed in food and drug control, sanitation 
of water supplies, general medical care, and hospitaliza 
tion. Dr. Parran gives an estimate of health costs through 
out the states, and discusses the distribution of authority 
and services, and the control of communicable disease, 
tuberculosis, venereal disease, and sanitation. There is 
an urgent need for unity of organization because of the 
waste of effort, energy, and money involved in the pres 
ent system of overlapping agencies. He advocates a unifi- 
cation of effort and money to avoid waste and to bring 
health, the “greatest of all blessings, to the greatest num 


ber of people.” 


Health Service Primarily a Function of Local 
Government 

\ SUBCOMMITTEE of the American Public Health Asso 
ciation has suggested the modernization of local health 
administration. To this end the committee recommends 
1,197 units on a county basis which are to have a pro 
fessional staff numbered in ratio to the population. There 
is a shortage in the existing number of trained publi 
health officers, nurses, and sanitary engineers. Martha 
Luginbuhl in her article on page 34 gives an outline for 
state and local officials of current and future needs in 


local public health service. 


State Responsibility for Care of the Chronically IIl 


THe ACUTELY ILL were formerly cared for by privat 
philanthropy. The increasing incidence and the shortage 
of facilities for treatment of chronic illness in all income 
groups is creating a responsibility that must eventually 
rest upon the state government. (Dr. Ellen C. Potter, 
There are at least ten departments in almost 


page 39.) 
every state which should join in developing a compre 
hensive plan for the future as well as for the present 


emergency. The work of these state departments has 
never been properly coordinated. A survey is the first 
step in the development of a comprehensive program, 


Governmental and private agencies must coordinate 
their services so that duplication of effort will be avoided. 


In this move the state agencies should take the lead. 


Psychiatric Services 


PHE MENTALLY ILL are cared lor according to a system 
dating from early Victorian times. In the future it will 
be the duty of the state to strengthen the mental health 
of all its citizens. Dr. George S. Stevenson in his article 
on page 43 points out that the present isolated hospitals 
should be replaced by psychiatric institutions that will be 
in constant touch with general hospitals and other wel- 


fare agencies of the community. 


States Plan Hospital Service 


THE DEPRESSION of the thirties and the cessation § of 
building during the war have necessitated a great con- 
struction program for hospitals and health centers in 
the near future. Maurice J. Norby (page 48) points out 
that hospital facilities are very unevenly distributed over 
the nation. All forty-eight states are undertaking surveys 
which will provide a basis for the formulation of a sound 


nationwide program for hospital construction, 


Medical Assistance Programs in the States 
IN MARYLAND (see Dr. Robert H 
Bureau of Medical Services has been established within 
the State Department of Health. 
this bureau was the result of a survey by a Committee on 


Riley, page 51) a 
The law establishing 


Medical Care which recommended a medical welfare 
program to be established on a county basis and admin- 
istered by the Bureau of Medical Services under the su 
pervision of the State Department of Health 

Ihe Social Welfare Act of Kansas makes provision for 
medical and dental care for the needy. County boards 


of social welfare develop plans that are administered 
by the county with assistance from the state. Paul V. 
Benner in his article on Kansas (page 53) gives details 
of the four different plans that have been evolved for 
medical care. 

In Pennsylvania the State Department of Public As 
sistance administers the program of medical assistance, 
the purpose of which is to provide adequate medical and 
dental care within limits established by the department. 
Che medical program is carefully coordinated with other 
statewide health programs. An advisory committee ap 
pointed by the State Department gives professional ad 


vice. (See article by Katherine Warden on page 57. 
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Distribution of Public Health Responsibil- 
ities Among State Agencies 


By ‘'HOMAsS Parran, M.D. 


Surgeon General, U. S. Public Health Service 


rATE ACTIviTIES for promoting community and 

individual health have expanded greatly as 

the concept of public responsibility toward 
health has broadened. More people than formerly 
are benefiting from public health services and they 
are being helped in more ways. Among the newer 
services are programs in industrial hygiene and vig- 
orous attacks on tuberculosis and venereal disease. 
Augmented facilities are available for the diagnosis 
and treatment of cancer, dental defects, and crip- 
pling conditions. These facilities are in addition to 
such services as the collection and analysis of vital 
statistics, control of communicable diseases, and 
supervision of water supplies. 

State departments of health, however, do not di- 
rect all of the activities which an alert public is 
demanding. Other official state agencies are re- 
sponsible for a great many health services. To 
understand the distribution of state health activi- 
ties it is necessary to investigate all state agencies 
that touch upon health. 

In 1940 the United States Public Health Service 
was asked to collect, interpret, and publish data on 
functions of state health agencies. ‘The survey cov- 
ered the forty-eight states, the District of Columbia, 
the Territories of Alaska, Hawaii, and Puerto Rico, 
and the Virgin Islands. ‘The sponsorship and scope 
of thirty-five categories of activity were traced 
through the entire structure of state government, 
regardless of where administrative responsibility 
was placed. 


Multiple Agency Organizations 


In the total effort to promote and conserve health, 
a wide distribution of functions was noted among 
many state agencies. Forty-eight separate agencies 
were participating in one or another health activity. 

Contributions to health activity were received 
from state health departments; departments of wel- 
fare, agriculture, education, labor, mining, con- 
servation, public utilities, engineering, public safety, 
state institutions, and registration; boards of control 
or boards of affairs; state universities; independent 
hospitals, and independent laboratories; special 
boards, commissions, or independent offices created 
especially for a particular activity; and independent 
licensing boards. 
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In one state as many as eighteen separate agen- 
cies contributed to health activities. In no jurisdic- 
tion were there less than six; the median number 
was eleven. 

From the point of specific activity, too, the situa- 
tion was similar. Fifteen separate state agencies 
participated in food and drug control; eleven were 
engaged in sanitation of water supplies; eleven 
touched upon the problem of general medical care 
for the needy. Nine different types of state agencies 
participated in hospitalizing those afflicted with 
seven in hospitalizing mental 


tuberculosis, and 


patients. 


Services and Costs 


A state agency operates in one or a combination 
of the following ways: it issues rules and regula- 
tions; enforces laws; provides promotional, super- 
visory, and consultative service to local units; dis- 
tributes and administers financial grants-in-aid to 
local units; conducts educational programs; renders 
direct service through staff members of the state 
central and district offices. 

The activities of any 
health range from regulatory functions or advisory 


state agency dealing with 
service to operation of direct service units. Partici- 
pating agencies rarely share responsibility on an 
equal basis. ‘The greatest variation is shown by the 
responsibility of a state agency as compared with 
the responsibility of local jurisdictions. A common 
form of state participation is the distribution of 
financial aid. 

All agencies of state government participating 
in health work reported an estimated total expendi- 
ture of more than includes 
funds actually expended directly by the state for 
health services and also grants made by the states 
to local political subdivisions for health services. 
Per capita expenditures among the states ranged 
from $0.76 to $4.26. The average for the country 
was $1.90; the median $2.20. Differences among 
the states were, and still are, caused largely by their 
degree of wealth; in part by environmental factors; 
and to some extent by differences in amount of local 
expenditure. ‘This last factor explains why low 
expenditures of state agencies do not necessarily 
indicate a deficiency in the state as a whole. 


$285,000,000. ‘This 
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In each state surveyed the health department 
bore from 10 to 25 per cent of the total financial 
burden. Where departments of welfare, special 
boards, and commissions participated, they bore 
from one-tenth of 1 per cent to 80 per cent of the 
financial burden. 

State, local, and federal appropriating bodies con- 
tribute to the entire sum expended for state health 
activities, while license fees and insurance fees col- 
lected under state authority support several services. 
In 1940 about 80 per cent of the monies expended 
for health activities was appropriated by the states. 
Monies collected as special fees and donations by 
voluntary organizations constituted 8 per cent; 
grants-in-aid from federal governmental agencies 
7 per cent; assessments from political subdivisions 
the remaining 4 per cent. This breakdown was, of 
course, not constant for all states. 


Distribution of Authority and Services 

Using a few specific public health activities as the 
basis for consideration—as in the original study—a 
concise picture is given of the distribution of au- 
thority and services for each activity. Where marked 
changes have occurred, a statement of present trends 
supplements the 1940 study. 


Control of Communicable Disease 


Activities for the control of communicable dis- 
ease are largely concentrated within the state health 
department. In almost half of the fifty-three juris- 
dictions studied, it was the only agency concerned. 
In the others, one or more of the following eight 
agencies participated: the departments of welfare, 
agriculture, or education, special commissions, in- 
dependent state hospitals and laboratories, state 
universities, and boards of entomology. In some 
instances coordination of activities was close; but 
comple te inde pend¢ nce o1 duplic ation of effort also 
existed. 

In addition to exercising regulatory functions, 
practically all state health departments now, as at 
the time of tl study, engage in promotional and 
educational enterprises. They also offer supervisory, 
and consultatory assistance, and make grants-in-aid 
to local health units for general health work which 
includes activities for control of communicable dis- 
ease. There is great diversity among the states in 
direct service programs; the presence or absence of 
a service program in some instances is controlled 
largely by the service available locally. 

The most satisfactory data on the cost of com- 
municable disease services pointed to an approxi- 
mate annual expenditure of nearly $2,000,000, o1 
$0.015 per capita. The expenditure does not take 
into account ‘other health department functions 
that supplement direct measures for the control of 
communicable disease. 


Tuberculosis Control 


In 1940 tuberculosis control programs differed 
widely in policy and content, and in type of direct 
service. Single agency programs were operating in 
thirteen states; two agencies in about half the states; 
and three agencies in nine states. Occasionally five 
governmental units were engaged in administering 
some aspects of the tuberculosis control program for 
a single state. 

Under such circumstances difficulties are inevi- 
table in planning a unified and balanced program. 
The several official organizations working within a 
state often are unrelated. This is apparent in the 
lack of coordination between the hospital program 
and field activities when these are delegated to two 
separate agencies. Also within the hospital program 
control in certain states is divided, with one depart- 
ment operating the state sanatoria and another 
administering the financial aid allocated to local 
hospitals. 

Approximate expenditures in 1940—including 
maintenance of sanatoria—totaled nearly $25,000,- 
000; they averaged somewhat less than $400 per 
tuberculosis death for the nation as a whole. Ex- 
penditures were directly related to the buying 
power and geographic position of the states. 

For the fiscal year 1945, federal appropriations 
to states for tuberculosis control—exclusive of build- 
ing or maintenance—amounted to $5,200,000. Due 
in part to federal assistance, at least forty state 
health departments have had, since July, 1944, a 
full-time medical officer for tuberculosis control. 
Unfortunately, concerted national attack still is 
handicapped by the lack of uniformity among the 
states as to the definition of a reportable case, the 
requirements for isolation of infectious cases, and 
eligibility requirements for treatment. 


Control of Venereal Disease 


Federal grants and recognition of the magnitude 
of venereal disease problems have increased state 
activity for control of venereal disease. The state 
health department continues to carry the major 
responsibility for this work; but in some states the 
department of welfare, department of education, 
state university hospital, independent state hospital 
or laboratory supplements its effort. All states em- 
ploy law enforcement, promotional and educational 
activities, and extend supervisory and consultatory 
services to local health organizations. 

In 1940 parts of the venereal disease program 
were administered directly by state personnel and 
parts were delegated to local jurisdictions but were 
partially supported by the state. Half the state 
health departments provided financial assistance to 
local units for clinic services. Nearly one-fifth of 
the states maintained their own clinics or helped 
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support those under other sponsorship; over a 
fourth followed a combined procedure. The amount 
of state service offered was largely contingent upon 
needs not met locally. 

In 1940 all states financed partly or wholly, di- 
rectly or indirectly, professional care afforded to 
indigent patients of venereal disease, and supplied 
necessary drugs. 

For venereal-disease-control activities state health 
departments showed an annual expenditure of over 
$5,000,000; a per capita expenditure of $0.039. 
There was wide divergence in expenditures among 
the states which was related to the seriousness of 
the problem. By 1944 the expenditures had reached 
$10,000,000 with the federal government, the states, 
and the local communities all increasing their 
participation. 

The present program is built on already existing 
state and independent diagnostic and treatment 
facilities. Three-fourths of the states have one or 
more rapid treatment centers which provide a safe- 
guard against the unrestricted spread of syphilis 
and gonorrhea. Of the total of fifty-two rapid treat- 
ment centers, thirty-six are operated by the state 
health departments in twenty-four states and the 
District of Columbia. 


Sanitation 

The wide range of sanitation activities is largely 
responsible for the complexity of organization and 
function in this field. Usually the state health de- 
partment now, as in 1940, is responsible for attain- 
ing two main objectives—protection of public water 
supplies and prevention of stream pollution— 
though other agencies participate even in these 
activities, as: the state university or college, and 
special sanitary authorities or water boards. 

The extent and intensity of inspection services 
depend upon the size of the state staff and the 
amount of direct service carried on by local health 
units. 

Supervision of semi-public water supplies and 
sewerage systems by state health departments is less 
uniform than their supervision over municipal 
facilities. In most jurisdictions the state functions 
through local health departments and acts as super- 
visor and consultant to local personnel. In some 
instances the state department of labor participates 
in industrial sanitation and the department of edu- 
cation in school sanitation. 

The greatest complexity occurs in food and drug 
control: the departments of health and agriculture 
are principally responsible, but many other agencies 
are involved—dairy and food commissions; hotel 
and restaurant commissions; livestock sanitary 
boards; departments of labor; departments of con- 
servation; boards of pharmacy; state universities 
and colleges; and independent laboratories. 


Over-all state programs of sanitation include 
many other services such as: rodent control, plumb- 
ing control, malaria control, sanitation of barber 
shops and beauty parlors, and swimming pool sani- 
tation. In 1940 the state cost exceeded $16,750,000 
—an average of $0.125 per capita. Twenty-five 
per cent of this represented health department ex- 
penditure, thirty-seven per cent the department 
of agriculture, with the balance scattered among 
various agencies. State health department expendi- 
tures for sanitation more than doubled in the 
thirties. 


Medical and Dental Care 

As many as twelve agencies in one state may 
participate in providing public medical care for 
certain diseases or selected groups. Unfortunately, 
when several agencies operate within a given area 
for a particular medical service, there results inde- 
pendence of action rather than pooling of resources. 

Also noteworthy is the variation in quality and 
quantity of the various branches of medical and 
dental care. Psychiatric services outranked other 
forms of medical care provided at state expense. 
Although fifty-two of the jurisdictions surveyed in- 
stitutionalized patients with mental disorders, scarce- 
ly more than half of the jurisdictions operated 
mental hygiene clinics, and for the most part clinic 
service was available for selected areas only, rather 
than for all sections of a state. Among the state 
official agencies providing psychiatric services are: 
departments of health, welfare, and education, 
mental hygiene departments within or without 
health departments, boards of institutions, inde- 
pendent boards, state universities or colleges. 

Nearly three-fourths of the states operated or 
subsidized indirectly a plan for general medical or 
surgical care. “I'wenty-four jurisdictions operated 
general hospitals which accepted needy patients free 
of charge or at a reduced fee. 

Federal contributions have helped develop rela 
tively uniform service for the treatment of crippled 
children. 

In 1940 more than one-third of the states oper 
ated clinics for the diagnosis or treatment of cancer 
or furnished free hospitalization for persons suffer 
ing from cancer. At present nearly one-half the 
states have public supported cancer programs. 

About half the dental programs were limited to 
educational and promotional activities; the others 
included examination, prophylaxis, and/or correc 
tive services for certain groups. 

At present in some states the health department 
restricts its services to educational programs and 
the department of welfare provides clinical services; 
but usually the health department offers both. As 
a general rule, correction services are for the needy 
only. 
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Disbursements by official state agencies for medi- 
cal care amounted to almost $191,000,000 in 1940. 
This amount represented about two-thirds of the 
outlay for all health activities by state agencies. Of 
the amount expended on medical care, about 75 
per cent went for the maintenance and operation of 
mental hospitals. 


Maternal and Child Care 

The state health department is primarily re- 
sponsible for activities leading to better health for 
mothers and children, but other governmental units 
contribute to the over-all state plan: particularly 
departments of welfare, labor, education, and state 
university hospitals. 

Departments of welfare are largely concerned 
with licensure and supervision of institutions for 
child care and with provisions for medical delivery 
service. Departments of education participate in 
schoo] health work. Hospitals affiliated with state 
universities offer services for maternity cases during 
the complete maternity cycle. 

In recent years funds available for state maternal 
and child health services have more than quad- 
rupled, due largely to federal aid. 

Activities for maternal and child health as ad- 
ministered or aided by state health departments 
cost over $6,000,000 in 1940. 


Industrial Hygiene 


By 1940 most states had taken some steps toward 
raising the health standards of industrial workers 
and eliminating health hazards in industry. Federal 
funds assisted the realization of organized service 
programs. 

Concerned chiefly with illness prevention, health 
departments initiated the expanded industrial hy- 
giene activities in industry. 

Departments of labor and industrial commissions, 
with inspectional power, concentrated upon reduc- 
ing industrial accidents rather than upon prevent- 
ing occupational illnesses. 

Administration of workmen’s compensation ac- 
tivities was usually a separate enterprise under 
departments of labor or separate commissions. In- 
dustrial accidents were covered by state-wide com- 
pensation plans to a much greater extent than 
occupational illnesses. 

It was estimated that all state industrial health 
services expended approximately $5,000,000 an- 
nually. While these figures are exclusive of state 
expenditures for workmen’s compensation activi 
ties, they do include the expenditures for industrial 
hygiene programs as well as the money spent for 
the inspection of factories and mines, and regula- 
tion of working conditions for women and children. 

There are at present industrial hygiene agencies 
in thirty-nine states, the Tennessee Valley Author- 


ity, and the Territory of Hawaii. In the fiscal year 
1945, $1,500,000 of state and federal funds were 
spent for environmental and medical control of oc- 
cupational and non-occupational illness among 
workers in industry. 

Thirty-seven states place the industrial hygiene 
division in health departments; two place it in de- 
partments of labor. Thirty-one states now provide 
workmen’s compensation for occupational diseases 
and the trend is toward broadening the definitions 
of compensable diseases. 


Centralized State Services 

Certain health services are operated centrally for 
the state as a whole. The state health department 
is almost exclusively responsible for collecting and 
processing vital statistics and for health education 
activities, though in a few states it collaborates in 
these services with the state university or the de- 
partment of education. The health department is 
also responsible for the diagnosis of disease and 
analysis of drinking water, though in some instances 
other agencies may be responsible for bacteriolog- 
ical and chemical analysis of milk, food, and drug 
samples. Although a few state health departments 
have regulatory authority to license professional 
groups, licensure is effected largely by independent 
boards. 

Annual expenditures for state centralized health 
services total more than $10,750,000. Of this, nearly 
two-thirds is state appropriated; and the remainder 
is contributed by federal grants and voluntary agen- 
cies or paid as examining fees by professional 
licensees. 


State Health Departments 


There is considerable uniformity among states 
in the organization of their health activities. All 
but two states have a policy-forming: board of health 
or an advisory council or committee. All have a 
chief executive officer and a state health department 
divided into bureaus or services. 

There were more than 11,000 state health depart- 
ment employees in 1940. Alaska had the smallest 
staff with 28 members and New York the largest 
with 1,282. 

Almost $53,000,000 was spent by state health de- 
partments in 1940. This represented 1814 per cent 
of the total expenditures of all state agencies par- 
ticipating in health work and was equivalent to 
$0.395 per capita. The amount was not evenly dis- 
tributed among the states, disbursements varying 
from more than $5.00 to less than $0.15 per person. 
Perhaps the factor most responsible for such varia- 
tion is one which cannot be computed in exact 
terms—the complementary health service rendered 
at the local level. Federal aid to some extent 

(Continued on Page 45) 








Health Security Begins at the Local Level 


By 


MARTHA LUGINBUHL 


American Public Health Association 


ODERNIZATION of the local political ma- 
chinery of the United States has not kept 
pace with the mechanical developments 
of the machine age. This truism is nowhere better 
illustrated than in the vehicles currently used to 
deliver the protective health services of environ- 
mental sanitation, vital statistics, control of com- 
municable disease, maternity and child hygiene, 
public health laboratory services, and health educa- 
tion that a people has a right to expect from its 
local officers of government. The earliest public 
health services had to do with sewage, filth, water 
pollution, and other nuisances thought to be injuri- 
ous to health. In colonial days, these were the 
province of town authorities. Except in some south- 
ern and western states, even at the present time, 
cities, towns, townships, and villages administer 
whatever of such services is provided by local units 
of government. State departments of health were 
a later development, the first one with a record of 
continuous service having been organized by Massa- 
chusetts in 1869. The local character of health 
services is further emphasized by the fact that there 
is no federal department of health. 
Under the chairmanship of Dr. Haven Emerson, 
a Subcommittee of the American Public Health 
Association has been studying the health services 
of local units of government, of which there are 
more than 38,o00 in addition to nearly 109,000 
local school districts. The findings of this commit- 
tee have recently been published by the Common- 
wealth Fund of New York in a volume! designed as 
much for governors and legislators as for public 
health workers. This committee endorses the basic 
and traditional principle that health services are 
primarily a function of local government, the exer- 
cise of which should be specified by state statute 
and encouraged by state and federal authorities. 
However, the committee recognizes that the pres- 
ent discharge of this function by local governments 
is often inadequate, wasteful, or entirely lacking. 
The correction of these deficiencies historically has 
been in two directions, neither wholly successful as 
to providing the needed service, and one having 
the additional handicap of decreasing local support 
~ 1 Local Health Units for the Nation, A Report by Haven 
Emerson, M.D., Chairman, Subcommittee on Local Health 
Units, Committee on Administrative Practice, American Public 


Health Association, with the collaboration of Martha Lugin 
buhl, M.A, 
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and local responsibility. The first movement is that 
which has been active for some 25 years, namely, 
the attempt to have in each county of each state, 
a full-time medical health officer who should have 
responsibility for all public health work in the 
county. Although great progress was at one time 
made in this direction, the attempt can never be 
wholly successful, since nearly two-thirds of the 
3,070 counties in the United States have popula- 
than and than three- 
fourths of less than 50,000 and such small units of 


tions of less 25,000 more 
local government can not command the profes- 
sional services necessary. On the basis of its study 
and of the cumulative experience of public health 
administrators, the committee has a conviction that 
populations much below 50,000 can neither support 
nor justify an adequate local health service. 

The other stumbling block in the way of develop- 
ment of county services is, of course, the large city 
health departments that do not wish to extend 
their services to the remainder of the county or to 
share their responsibility with county authorities in 
providing a county-wide service. Furthermore, the 
small city, town, or village often prefers to cling to 
its authority even though it lacks the means to 
exercise that authority effectively. 

The second current attempt to correct the inade- 
quacies of the present extreme decentralization of 
responsibility for local health protective services 
is the development of the state district system and 
is perhaps best illustrated by New York, Minnesota, 
and several of the New England states, notably 
Massachusetts. In these states, the services of the 
state health department have been organized on a 
district basis with a staff designed to provide not 
only the accepted consultant and advisory services 
common to such departments, but also such direct 
services usually performed by local health officers 
that are inadequately or not at all provided. In 
Massachusetts there are 8 such districts, in Min- 
nesota 10, and in New York 20, outside of New 
York city. To a greater or lesser degree, depending 
upon the state of local organization and perform- 
ance in each community, some of the intimate and 
personal health protective services are thus removed 
from the sphere of local to that of state government. 
Io that extent the service loses the “local touch” 
and weakens the sense of local and neighborly re- 
sponsibility characteristic of American institutions. 
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In support of its belief that local responsibility 
for health services should be retained and broad- 
ened, the committee suggests the modernization of 
local health administration. Whereas about two- 
thirds of the 109,000 school districts and some 
20,000 units of government—cities, towns, town- 
ships, counties, or districts, ranging in population 
from 8 to 7,500,000 persons, are at present attempt- 
ing to furnish health services to their citizens with 
all degrees of success or failure, the committee be- 
lieves that this service can be performed by ap- 
proximately 1,200 jurisdictions. If thus stream- 
lined, a good basic local health service need cost 
no more than $1.00 per capita; even optimum 
service should cost no more than $2.00 or $2.50. 

Nor are new units of government recommended. 
The 1,200 suggested jurisdictions are made up 
of combinations of existing units based on two 
principles: 

a. A local health unit should be made up of both 
the urban and the rural areas of the county or 
counties included. The city or cities of a county 
that are the trading and transportation centers for 
their surrounding areas should also serve as ad- 
ministrative units for local public health services. 
Moreover, inequalities in rural and urban income 
are to some extent overcome by such joint city- 
county units. 

b. No population of substantially less than 50,000 
can afford a full-time, medically trained health 
officer and associated professional and other per- 
sonnel, nor can a smaller population present an 
adequate opportunity to professional personnel of 
the highest quality. Since more than three-fourths 
of the 3,070 counties in the United States have pop- 
ulations below 50,000, the plan recommends that 
counties with small populations join with one or 
more of their neighbors in their natural trade 
groupings to form district health units of sufficient 
size. 

The Emerson plan, as outlined in the committee’s 
report, is the fruit of joint collaboration between 
the committee and nearly all of the forty-eight 
state health officers. Thus the plan rests upon the 
experience of state health officials as well as upon 
the committee’s study and principles. It is further 
rooted in resolutions of similar intent by the Ameri- 
can Medical Association and the American Public 
Health Association in 1942 urging the “complete 
coverage of the national area and population by 
local full time modern health services,” and was 
reinforced by a similar resolution of the Conference 
of State and Provincial Health Authorities in 1944. 
Such unanimity of professional opinion should 
commend itself to state and local administrators. 

The plan suggested by the committee, and in most 
cases agreed upon at least in principle by the re- 
spective state health officers, recommends 1,197 


health units to cover every county of every state. 
Of these, fewer than one-third include one county 
with its contained cities; the multi-county units 
contain an average of more than three counties, 
ranging from 2 to 16. The suggested plan, how- 
ever, must be considered by the people and their 
local government and by their authorities, health 
and otherwise, as expressing a principle of adminis- 
tration rather than a final plan of action. The prin- 
ciple of cooperation among communities, however, 
can be applied to other governmental activities as 
indeed has already been suggested in at least one 
area of the United States. In 1944 the Mayor of 
Miami, Florida suggested that the 18 municipalities 
of Dade County join with the county government 
in a council-manager form of government for all 
local official activities, patterned after the city- 
county health unit already organized in the county. 

As a background for recommendations with re- 
spect to personnel and costs for a basic minimum 
local health service, the committee studied the exist- 
ing situation. It found that about one-third of the 
nation, 40,000,000 persons, were living in communi- 
ties where local health services had either not been 
undertaken at all or were under the direction of 
part-time and generally untrained or inexperienced 
health officers. It found that the average expendi- 
ture for local health service in the 48 states, includ- 
ing state and federal subsidies, was only 61 cents 
per capita—this in spite of the fact that many of 
the large cities and well-organized counties spent 
as much as $2.50 per capita. It found thousands 
of part-time health officers, many without medical 
training, an almost universal shortage of public 
health nurses, a serious lack of professional per- 
sonnel and leadership in environmental sanitation, 
and a limited development of public health, dental, 
and health education programs. 

To perform on a minimum adequate basis, the 
six currently recognized functions of a local health 
department mentioned earlier, the committee rec- 
ommends professional and other staff as follows: 

a. One full-time medically trained administrative 
health officer. No part-time health officers are recom- 
mended. 

b. One public health nurse per 5,000 population, 
one of each ten of the nurses to be of supervisory 
grade. (For an inclusive community nursing service 
including bedside care of the sick and of maternity 
patients, twice the number of nurses will be re- 
quired.) 

c. Iwo workers in environmental sanitation per 
50,000 population, one to be professionally trained, 
preferably as a sanitary engineer. 

d. One clerk per 15,000 population. 

e. Part-time clinicians and dentists, and labora- 
tory workers, dental hygienists, health educators, 
and others as local conditions require. 
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These ratios of personnel to population are in- 
tended to serve as a guide for the average com- 
munity. It is recognized that wide variations in the 
need for the several types of personnel will always 
depend upon peculiarities of local problems, re- 
sources, and traditions. 

To staff the suggested’ units on the minimum 
basis recommended by the committee would require 
an increase of more than 20,000 in the number of 
local health personnel reported employed in 1942, 
representing substantial decreases only in part-time 
health officers and non-professional workers in en- 
vironmental sanitation. In all other categories 
large increases are indicated—three times the 1,266 
dentists and nearly twelve times the 370 dental 
hygienists reported employed in 1942, three times 
the fewer than 600 engineers and other professional 
workers in environmental sanitation, nearly twice 
the 14,300 public health nurses, 500 health educa- 
tion specialists instead of the 44 reported, and an 
increase in clerical workers from 5,300 to 8,goo. 

These figures give a clue to the size of the postwar 
personnel and training program. Actually more 
workers than the suggested minimum will be re- 
quired in nearly every category, since present per- 
sonnel is made up in part of workers in communities 
with a more adequate service. It is no part of the 
committee’s intention to scale down present better- 
than-minimum services; its concern is that every 
community shall provide at least those health pro- 
tective services considered indispensable in our pres- 
ent civilization. 

Training needs for medical health officers are in- 
dicated by the recommendation for one in each of 
the 1,197 units. Desirable qualifications for such 
administrative officers now generally accepted in- 
clude a course of not less than one year of graduate 
instruction in a university, leading to a degree in 
public health*. However, of approximately 1,100 
full-time health officers, medical and non-medical, 
shown in the latest Directory of Local Health Off- 
cers*, only about one-sixth hold public health de- 
grees—Doctor, Master, Diploma or Certificate in 
Public Health. 

A similar situation exists with respect to public 
health nurses. The committee estimates that a 
minimum of more than 26,000 public health nurses 
is required for a community administrative and 
educational public health nursing program (not 
including bedside care of the sick). However, the 


2“The Educational Qualifications of Health Officers,” Com 
mittee on Professional Education, American Public Health As- 
sociation, American Journal of Public Health, 29:12, Decem- 


ber, 1939- 

3 Directory of Full-time Local Health Officers (Rev. to Jan. 1, 
1945). Reprint No. 2608, Public Health Reports 59:37, Sept. 
15, 1944- 








1944 figures of the National Organization for Pub- 
lic Health Nursing found only 21,000 public health 
nurses employed by all types of agencies, official 
and unofficial. Fewer than go per cent, only about 
6,000, had had a year of postgraduate work in pub- 
lic health nursing as specified in recommended 
qualifications for public health nurses‘. Thus, fewer 
than a fourth of the minimum number required for 
local official agencies have the preferred qualifica- 
tions. 

Likewise, there is a shortage of professionally 
trained public health or sanitary engineers. The 
committee estimates that a minimum of about 1,300 
is required for a local health program administra- 
tively streamlined in accordance with its principles. 
However, it is estimated’ that in 1944 there were 
only about 1,650 sanitary engineers in the army, 
navy, and U. S. Public Health Service, about 800 
of whom might be expected to return to civilian 
public health activities. Even if all should become 
available for local health departments, their num- 
ber is insufficient to fill the gap between the 300 
reported employed in 1942 and 1,325, which repre- 
sents the smallest possible number required. Dr, 
Parran of the U. S. Public Health Service estimates 
that one-half of all established positions for public 
health engineers in state and local health depart- 
ments were vacant in 1945 because of personnel 
shortages®. 

The parlous state of dental care, particularly pre- 
ventive service for preschool and school children, is 
too well known to require elaboration here. In 
many states public health dental service has hardly 
been undertaken; it is fair to say that in no state 
is such service universally available. Thus at least 

50 additional full-time directors of dental health 
service and 2,400 local practicing dentists for part- 
time administrative or clinical service are required. 
Further, if state legislators and state and _ local 
dental societies persist in what is now a frequent 
Opposition to either or both the licensing and em 
ployment of dental hygienists for auxiliary help 
in dental prophylaxis and health education, vastly 
larger numbers of dentists will be required and at 
much greater cost. Although fewer than 400 dental 
hygienists were reported in 1942, the committee 
recommends nearly 4,300 and suggests a re-examina 
tion both of state licensing laws and of present pro 
fessional dental policy to make such employment 
possible. 


4“More Public Health Nurses Will Be Needed.” A.].PA. 
35:7» July, 1945. 

5 “Post-war Sanitary Engineering Problems.” First Report- 
Committee on Post-war Sanitary Engineering Problems, Amer 
ican Public Health Association. A.J.P.H. 35:7, July, 1945- 

6 Parran, Thomas, M.D. “Public Health in the Reconversion 
Period.” A.J.P.H. 35:10, October, 1945. 
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These illustrations give point to the postwar re- 
cruitment and training program now being de- 
veloped by the U. S. Public Health Service. This 
plan includes fellowships in the various phases of 
yublic health designed especially for returning vet- 
erans, field training centers, as well as the develop- 
ment of Likewise the 
program for accrediting of schools of public health 
by the American Public Health Association at the 
joint request of the Association of Schools of Public 
Health and the Committee on Postwar Training 
of Public Health Personnel of the U. S. Public 
Health Service is designed to focus on adequate 


an employment service. 


training standards for professional personnel. This 
is important so that in the postwar period the pub- 
lic health field may not be overrun by untrained 
persons who might keep static or even deflate pres- 
ent standards. 

Up to this point, our discussion has centered on 
the per formance of the currently accepted standard 
functions of a local health department. But there 
is substantial evidence that the local health officer 
will shortly be called upon to expand the area of his 
responsibilities. Ihe findings of Selective Service ex- 
aminations during the past six years, resulting in a 
re jer tion rate of about Ol third of draftees for mili- 
tary service, indicate a weakness in the structure of 
protec tive health service as it touches the individual 
citizen. The returning veteran, likewise, will be 
looking to the local health department for assist- 
ance in his physical and mental rehabilitation. 
Nor will he consent to be “pushed around” in 
getting this service, unless all present signs point in 
the wrong direction. 

It seems probable that local health officers may 
in the future have responsibilities, perhaps exten- 
sive, in the administration of some form of state- 
wide or local program fot medical care. Both the 
principles of a nation-wide Health Program adopted 
by the Health Program Conference of 1944’ and 
the 1944 official statement of the American Public 
Health Association® stress the need for complete 
medical care—preventive, diagnostic, and curative- 
for all the people. They suggest further that the 
local health department may be required by local 
government to administer such a program and 
should therefore develop administrative machinery 
and trained personnel equal to the task, after the 
basic health protective functions are well provided 
for. Likewise, the development’ that may be ex- 
pected to come out of current discussions relative 


Principles of a Nationwide Health Program. Report of the 
Health Program Conference, Committee on Research in Medi- 
cal Economics. New York, 1944. 


8“Medical Care in a National Health Program.” An Official 
Statement of the American Public Health Association, adopted 
October 4, 1944. A.J.P.H. 34:12, December, 1944. 


to programs for the construction of state hospitals 
with federal assistance will add a new challenge to 
the professional judgment and responsibility of the 
local health officer. 

There is also evidence that some of the now 
accepted functions of a local health service are in 
process of change and reorientation. The means are 
at hand for the complete elimination of diphtheria 
and smallpox and the end of tuberculosis may come 
within the lifetime of many persons now living. 
Average life expectancy increased from 49 to 64 
years between 1900 and 1940 and will be further 
extended in the next few decades. Babies by the 
hundreds no longer die of digestive diseases every 
summer. Heavy inroads have been made upon the 
lesser, communicable diseases of childhood—mea- 
sles, mumps, whooping cough. We are entirely free 
from several of the pestilential diseases prevalent 
in former times. In the ten years between 1933 and 
1943, while infant mortality, and death rates from 
tuberculosis, pneumonia, and communicable dis- 
eases were steadily declining, there was a consistent 
increase in the death rates from cancer, heart dis- 
ease, intracranial lesions of vascular origin, and 
diabetes, which together accounted for more than 
half of the deaths in 1943, whereas they were only 
jo per cent of the 1933 total. There are large un- 
known areas of possible preventive services for such 
diseases as arthritis, rheumatic fever, and the psy- 
chosomatic disorders. A major concern of the future 
will be in the quality of the years that are being 
added to life, and not merely in their number. The 
nutritionist, the health educator, the dentist, the 
psychiatrist and the laboratory research technician 
will be called increasingly into play. 

What are the responsibilities of state and local 
ofhicials in providing at least the minimum of local 
health protective services? Dr. Thomas Parran, the 
Surgeon General of the U. S. Public Health Service, 
has recently given a rude shock to any local official 
who expected to do nothing on the theory that a 
benevolent federal government would step in and 
do the necessary job. In discussing the federal war- 
time emergency contributions to local health serv- 
ices,® he says: 

State and local health agencies must look forward to 
taking over a larger part of the cost of all these basic 
public health services. The needs for them will be no 
less during the reconversion than in wartime; in fact, 
needs will be greater. Before the war we had no more 
than the framework of a health organization to cope with 
the nation’s needs. . . 

The victory over the Japanese . . . has released for 
peacetime endeavors enormous energies, material re- 
sources, and manpower. If these constructive forces are 
to be used fully and wisely in our democratic society, 


9Parran, Thomas, M.D. “Public Health in the Reconver- 
sion Period,” A.J.P.H. 35:10, Oct., 1945. 
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greater responsibility for planning and coordination 
must be assumed by state and local governments. No 
longer can the country look to the federal government 
as the sole agency for charting the course of action. In 
war, many responsibilities must be assumed, many deci- 
sions made by the central authority. In peacetime, these 
functions are rightly shared by all responsible agencies, 
with the states and localities taking a major part. 

Not only must the problems of recruitment and 
training of personnel and of financing at least mini- 
mum services be dealt with by local officials, but in 
many states there is no legal basis for the develop- 
ment of city-county, multi-county, or other district 
units large enough to be economically efficient and 
justifiable. ‘'wenty-six states had in 1944 provision 
for county, city-county, or district health depart- 
ments under the direction of full-time health offi- 
cers. All are permissive laws except that of New 
Mexico which is mandatory and in addition out- 
lines the boundaries of each of the 10 districts into 
which the state is divided. In six additional states, 
four in New England, and New Jersey and Ohio, 
districts made up of two or more contiguous towns, 
villages, cities, or boroughs are authorized. 

Of the 16 states without legislation of this type, 
the 1945 legislatures of two—Colorado and Minne- 
sota—defeated proposed permissive legislation for 
the establishment of health districts; those of three 
others, Montana, Utah, and Washington, passed 
such legislation. Iowa, which already has a permis- 
sive county unit law, rejected a further proposal to 
abolish some 1,600 township boards of health and 
substitute for them a single board for each of the 
gg counties. Oregon, which has a permissive county 
unit law, defeated a bill reorganizing the state 
health department which would have authorized 
multi-county units as well. Cklahoma added to its 
permissive law a provision giving the state health 
commissioner the power to require the consolida- 
tion of two or more counties into a single district 
health unit. The Connecticut Legislature, for the 
third successive session, defeated a bill to give state 
aid to district health units made up of several 
towns; although it has had permissive health unit 
legislation for a number of years, no consolidations 
of cities or towns have taken place. 

At the request of Dr. Emerson’s Committee on 
Local Health Units, the National Conference of 
Commissioners on Uniform State Laws has drawn 
up a suggested model health unit law which will be 
presented to its annual conference for adoption in 
1946 and will thus be available for the 1947 legis- 
lative sessions. The principles that have been sug- 
gested for the guidance of this group follow: 


1. Every part of the state should be provided with 
adequate and efficient local health service through 
the organization of county and district departments 
of health. 





2. When county or district health units are or- 
ganized, all other existing local, municipal, or 
county health boards or departments should be 
abolished and their powers and duties transferred 
to the new county or district organization. 

g. The new local health organization should 
serve a population large enough to support an ade- 
quate staff and conduct a complete program of 
work. Certain conditions should be met: 


a. The health district should correspond to 
some existing unit or combination of existing 
units; existing tax, appropriating, and auditing 
machinery must be utilized. 

b. The local governmental units making up 
the district must contribute substantially to its 
support and have a substantial part in its control. 

c. The maintenance of a specified standard of 
service must be required for every unit and the 
state must contribute state aid to make this pos- 
sible. 

d. Districts may be formed or dissolved or their 
boundaries changed by the state health board on 
the recommendation of the state health officer, 
but local interests should be given a hearing on 
proposed changes, or may themselves propose 
changes. 

e. Health officers and all other local unit em- 
ployees should be under the merit system. 

f. The local health officer should be a physi- 
cian, should serve full time, be trained in public 
health, and his appointment approved by. the 
state board of health. 

g. The local health officer should be responsi- 
ble for his own program, budget expenditures, 
and personnel under the general supervision of 
the state health authority. 


Thus there is for state legislators and executives 
and for local officials the definitive outline of cur- 
rent and immediate future needs in local public 
health service and a suggested plan for meeting 
these needs, with the resources in money and per 
sonnel that can reasonably be expected to be avail 
able in the predictable future. 

Since the U. S. Public Health Service has in 
dicated that the federal government will refuse to 
substitute its service for that of local officials, 
though it is committed to consultant service and 
financial aid, there is no alternative for local com 
munity health planning except a state controlled 
system, which has already made great headway in 
a number of states. Both local and state officials 
need to do a deal of thinking as to the implications 
of this development before they encourage or allow 
it to be extended. Local community responsibility 
for intimate and personal services has too long 4 
history to be lightly thrown overboard. 
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State Responsibility for the Care 
of the Chronically Ill 


By EvLven C. Porrer, M.D., F.A.C.P. 


Director of Medicine, Department of Institutions and Agencies of New Jersey 


rATE GOVERNMENTS, as a rule, have assumed re- 

sponsibilities in the fields of public welfare 

only after special problems of need have as- 
sumed such proportions numerically and financially 
that local units of government have been unable to 
meet successfully the pressing needs of the human 
beings concerned; but they have also assumed cer- 
tain responsibilities in highly technical fields, such 
as the care and treatment of the mentally ill and 
epileptic, where the number of individuals suffering 
from these conditions in any local unit of govern- 
ment (except in great cities), is so small that it is 
impractical and uneconomic for the smaller unit of 
government to set up facilities for their care. 

The progressive steps from the small to the large 
units of government are illustrated in the field of 
relief and assistance by the “farming out” of pau- 
pers to the lowest bidder by the overseer of the 
poor, then the poor farm, the almshouse and now 
the crying need, as yet unmet, of hospital facilities 
ill. In the field of 
the local “lockup,” 


for the chronically corrections 
they the 


county jail, and the state prison, followed by the re- 


are illustrated by 
moval by progressive steps ol persons from correc- 
tional and welfare institutions and from the com- 
munity the mentally 
ill, the feeble-minded, the epileptic, and the tuber- 


into the state institutions fo1 
culous. This evolutionary process has been unde 
way toi Ot 


however, is the great depression and the coincident 


more than a century. recent memory, 


revolution which has taken place in the fields of 
the 
accepting state funds eagerly and state standards 


relief and assistance, local director of welfare 


with some reluctance, while states and counties in 
turn are accepting federal funds and standards with 
some mental and emotional reservations under the 
Social Security programs. 

During more than a century of evolution in the 
care of the acutely ill, state and local governments 
have looked to private philanthropy for the facili- 
ties, especially hospitalization, and have paid in 
part, sometimes by subsidy, and at other times by 
per capita standard rate, for the care of the acutely 
ill and chronic, 
tor of welfare; sometimes through county govern- 


through the local office of the direc- 


ment; very rarely through state government. ‘Today 
the public welfare agency finds itself faced with an 
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overwhelming demand for hospitalization and nurs- 
ing care for the long-term patient (the “chronic’”), 
and with funds available to meet the cost but with 
a limited number of beds and visiting nurse service 
available to their clients. Persons of independent 
find themselves unable to secure the 
care they need. 

What is the reason for this situation and what 
responsibility rests upon state government for the 
solution of the problem? 


means also 


Chronic Illness—Its Incidence 


The factors creating the present situation have 
to be reckoned with. Basic to the problem is the 
“ageing” of the population of the United States, for 
with age there comes a rapidly increasing incidence 
of the chronic diseases. The President’s Committee 
on Social Trends, appointed by Herbert Hoover in 
1929, told us in its monograph on “The Population 
of the Nation” that between 1920 and 1930 the in- 
crease in the number of “elders” in the population 
was larger than for many decades and that the rate 
of increase was by far more rapid in the age groups 
between 45 to 74. 

“It might almost be said that the older the group 
the more rapid the gain in population.” (Recent 
Social Trends, page 28.) They go on to say that this 
steady increase in the “elders” will continue until 
1980 when we may expect stabilization. The United 
States census of 1940 still further emphasizes these 
facts. 

The second factor which is implicit in the ad- 
vancing age of the population is found in the nature 
chronic illness. The National 
Health Survey, made under the auspices of the 
United States Public Health Service (1936), indi- 
cates that the incidence of chronic illness per 1,000 
population rises sharply from 20 to 50 years and 
much more sharply thereafter. For all age groups 
the incidence is 177 per thousand. For those in the 
age group 65 to 74 the incidence rate is 467.1 per 
1,000! 

The third factor, of particular concern to the 
public welfare administrator, is economic. The Na- 
tional Health Survey revealed an incidence of 
chronic illness for all income groups of 48 per 1,000 
but for the “relief” family, 71; almost 50% greater. 


and incidence of 
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This does not mean that state government has re- 
sponsibility only for the indigent. The welfare of 
all the people is at stake and the rich as well as the 
poor, the young as well as the old, suffer from 
chronic illness, and facilities must be provided to 
meet the needs of all. 


The Shortage of Facilities for Care 


There is a fourth factor which contributes to the 
shortage of hospital beds available for the diagnosis 
and treatment of long-term patients, both rich and 
poor. The general philanthropic hospital, in struc- 
ture, equipment and staff, is geared to the care of 
the acutely ill. (Public Medical Care, pages 123— 
124.) The Blue Cross Plans of hospital insurance 
have expanded greatly and this, together with in- 
creased prosperity, tends to fill hospital beds to 
Capacity with acute cases. One executive of a large 
general hospital said to this writer, “It is not that 
we are unsympathetic to the plight of the long-term 
patient but that during his long period of bed occu- 
pancy that bed might have met the needs of 15 
acute cases.” 

In planning for the future, the board of the 
philanthropic hospital faces the problematical effect 
of federal and state tax policy which may seriously 
retard any increase in endowments and limit pres- 
ent expansion and maintenance. Legislation pres- 
ently before the Congress, if passed, may provide 
for immediate expansion of hospitals and health 
centers in some areas, but the problem of mainte- 
nance still rests on the shoulders of the hospital 
board and local, county, and state governments if 
all the people are to be adequately served. 

Last but by no means least, we are faced by the 
fact that few medical and nursing schools have as 
yet included in the curriculum any adequate pres 
entation of the causes, prevention, treatment, and 
cure of chronic diseases, nor have they dealt with 
the ultimate need for custodial care for the long- 
term patient. If the problems of today and the fu- 
ture are to be met adequately in this field, state 
governments,-in so far as their powers permit, will 
have responsibility for promoting the essential edu- 
cation of those who will be looked to for leadership 
and service, preventive and curative, in the un- 
dramatic field of chronic illness. State departments 
of welfare, now under pressure to meet the needs 
of individuals suffering from the results of chronic 
illness, must be deeply concerned for the promotion 
of this educational development without which no 
program can be effectively developed. 

Having faced the facts which have resulted in the 
present plight of those attacked by long-term ill- 
ness, let us consider briefly the variety and incidence 
of disabling diseases comprised under the general 
label of “chronic disease,” which Dr. Ernst P. Boas 
calls, most appropriately, “the unseen plague.” 








Disregarding mental illness and _ tuberculosis, 
which have long since been accepted as a govern- 
mental responsibility, we must struggle with “rheu- 
matism” and various forms of arthritis, heart dis- 
ease, arteriosclerosis and high blood pressure, can- 
cer and other tumors, nephritis and other kidney 
disease, allergies of various sorts, diabetes mellitus, 
various crippling diseases, etc. For an illuminating 
analysis, see Chronic Disease, the Unseen Plague, 
Dr. Ernst P. Boas, pages 12-13. 

It should be understood that certain chronic 
diseases, such as pellagra, are preventable by proper 
diet; others are controllable, as diabetes, with in- 
sulin and diet; while other types may be relieved 
and life made tolerable by medical, surgical, and 
other therapeutic there is the 
residual load of those persons who need nursing 
or simple custodial care combined with various 
social and occupational activities which may relieve 


measures; finally 


the monotony of the days of suffering. 

Not by any means do all long-term patients need 
continuous institutional care. It was inevitable, 
however, that this phase of the need of institutional 
facilities should first be emphasized by the public 
welfare administrator who is faced suddenly with 
an overwhelming demand for institutional care for 
the terminal case incapacitated by chronic illness. 

sefore we can answer intelligently the question 
of state responsibility for the care of the chronically 
ill, let us review the facilities, personnel, and serv- 
ices which are necessary if this “unseen plague’’ is 
to be controlled and its victims served. 

Ihe patient needs a physician or group of phy- 
sicians qualified by education and experience to 
recognize early symptoms of chronic illness and to 
direct treatment toward prevention, control, cure, 
ol palliation. The skilled graduate registered nurse 
and the trained practical nurse are essential to the 
successful accomplishment of such professional 
S¢ rvice. 

Complete diagnostic facilities and out-patient 
clinics connected with general or special hospitals, 
public and private, must be available both for am- 
bulant and bed patients. 
nurse and visiting house 


Organized visiting 


keeper service; housing facilities especially adapted 
to the needs of handicapped chronically-ill and 
aged persons; community recreation and sheltered 
work shops to meet special limitations, are all part 
of a community program which will enable a very 
large proportion of the long-term patients to mai 
tain a satisfying and useful life outside of inst: 
tution walls. 

Ihe institutional facilities required comprise the 
general voluntary hospitals, in which we may reas 
onably expect a Cel tain group of beds to be set aside 
for the study and treatment of the chronic casé. 
They should serve at the same time an educational 
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purpose for staff, interns, and nurses. Public general 
and special hospitals of high quality, open to the 
rich as well as the poor, seem to be a logical de- 
velopment since a very large proportion of the pa- 
tients needing care are indigent or medically in- 
digent and are a charge upon tax resources. 

In addition to the institutional facilities, public 
funds should be available through the appropriate 
state and local public agencies to compensate volun- 
tary hospitals, visiting nurse and housekeeper serv- 
ices, proprictary licensed nursing homes, sheltered 
work shops, and other community services which 
contribute to the well being of the long-term 
patient at a time when domiciliary care is not 
necessary. 


Where Does State Responsibility Rest? 


There are at least ten state departments, boards, 
or commissions in almost every state which have a 
share in the responsibility for developing a com- 
prehensive plan for the future, as well as meeting 
the present emergency which has been focused for 
us throughout the United States by the more than 
3,000 county welfare boards of old age assistance, 
upon which boards the impact of present need falls 
most heavily. 

These ten state agencies include departments or 
assistance, and health; of 
rehabilitation, crippled children, and the blind; 
boards of medical and nursing licensure and the 
state housing authority. Within the scope and pow- 


commissions of welfare, 


ers vested in these state agencies it should be pos- 
sible to develop the chart of operations to meet the 
immediate need and to plan for the future. 

To implement any plans will require legislative 
cooperation which can be se¢ ured only on the basis 
of facts effectively presented, backed by citizen sup- 
port and followed through with political skill. ‘The 
spear head of the attack appears to rest with the 
state departments of welfare, assistance, and health 
for all are involved in either rendering preventive, 
curative, and custodial service to the actual or poten- 
tial long-term patient; and recording and interpret- 
ing morbidity, vital, social, and population statis 
tics of their respective states. ‘These departments 
are already operating in cooperation with the Fed- 
eral Security Agency United States 
Public Health Service, the Social Security Board, 
and the Children’s Bureau of the Department of 
Labor, from which they derive leadership and funds 


through the 


for the development of their approved state pro 
grams. Such is the case also with commissions fot 
the blind, for crippled children, and for rehabilita- 
tion. Not only do they reach upward to the federal 
level for material resources, but.they reach down- 
ward to local communities, municipal, county, and 
district, where, through health and welfare offices, 
the services to human beings are to be rendered. 


Until very recently all present operation and 
future planning on the part of state departments 
of health and welfare have been conducted and 


.developed with little relationship to each other. 


The time has come, and the problem of the chron- 
ically ill serves to emphasize the need, when these 
two major state departments should plan together, 
presenting a united front to the legislature and 
to their citizen public, looking to a solution of this 
pressing problem. 


How Shall This be Accomplished? 

Surveys have multiplied since the early thirties 
when the monumental study, Chronic Illness in 
New York City, made under the auspices of the 
Welfare Council of New York City, was published, 
laying the ground work for future surveys and pro- 
viding invaluable source material. Other surveys 
have in due coufse covered various municipalities, 
as, for example, the Rochester, New York survey, 
made under the Community Chest in 1940; the 
Cleveland and Cuyahoga County surveys, made 
under the Benjamin Rose Institute in 1944; more 
recently the Chicago survey, made under medical 
auspices; and a study now in process under legis- 
lative authority in the state of Connecticut; and 
many others too numerous to mention. In addition 
there is the National Health Survey made in 1936 
under the auspices of the United States Public 
Health Service, so broad in scope and so carefully 
executed that its conclusions as to the incidence 
of long-term-illness related to age and economic 
status can be accepted and applied to the popula- 
tion of almost any state with an astonishing degree 
of accuracy, as can the tabulation of the incidence 
of types of chronic disease related to deaths, invalid- 
ity, and days lost from work. 

However, no legislative body can be impressed 
sufficiently to take action upon a program so large, 
complicated, and costly as this without concrete 
evidence based upon at least a sampling study, 
made under competent direction, of important 
areas within their own state. Therefore, a survey 
is inevitable. 

A commission appointed by the governor in- 
cluding distinguished representation from the legis- 
lative body and from the health and welfare de- 
partments, the medical profession, hospital ad- 
ministrators, and interested and influential citizens, 
will, if provided with the necessary funds, lay the 
ground work for action and for citizen and legisla- 
tive support. Into this “survey pool” should flow 
pertinent information from all of the state boards 
and commissions; and from the local official units 
of health and welfare, inclusive of the commissions 
for crippled children, the blind and for rehabilita- 
tion, for they all deal with problems of long- 
term care. 
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Voluntary hospitals and other private philan- 
thropic agencies and institutions should be called 
on to pool their information so that every phase of 
need will be fairly considered. 

Such consideration will lead inevitably to the 
conclusion that certain functions and facilities are 
properly the responsibility of government while 
others may properly and with advantage be left 
to the administration of private agencies, with gov- 
ernment purchasing the service needed by those for 
whom government is responsible. 

Accepting, as we must, the great variety of insti- 
tutions and services which must be provided if the 
long-term patient is to be adequately served, we 
must next consider “priorities” in implementing 
the program effectively. 

The local director of welfare is under great pres- 
sure for institutional facilities and this seems to him 
to rate as of prime priority; but at the same time 
he could use to advantage medical, nursing, and 
housekeeper service for many clients in their own 
homes or in boarding homes if such facilities were 
available. 

Health departments provided with local health 
centers, including diagnostic and treatment facili- 
ties, could meet needs of the ambulant patient in 
the community, relieving pressure upon the general 
hospital. 


Bills Now Before Congress 

There are bills now before Congress which if 
passed would help immeasurably in solving many 
of these problems at the state and local level. The 
availability of funds is based upon the requirement 
of well conceived state plans approved by the fed- 
eral agencies concerned and include construction 
under public or voluntary auspices of hospitals and 
other health and welfare facilities and their expan- 
sion for general and special purposes; direct pay- 
ment for medical care; funds for general assistance 
as well as the “categories” etc. The Hill-Burton 
Bill (S.191) is of particular interest to welfare de- 
partments since it includes specifically institutions 
for the chronically ill up to a maximum of two 
beds per 1,000 of the population served. It is there- 
fore obvious that state and local planning in this 
field should not be too long delayed. 

In comprehensive state planning, provision 
should be made for licensing and supervisory au- 
thority over all proprietary nursing homes eithe1 
through the state health or welfare department, 
whichever seems more suitable. 

In addition to institutional facilities the state 
public welfare or assistance administrator in the 
field of long-term care, must be provided with 
ample funds to be administered on a grant-in-aid 
basis to the local administrative units, for the pro- 
vision of services or the purchase of services such 








as those rendered by visiting nurse and housekeeper 
and other community services. 


The Responsibility of Professional Boards 
of Licensure 

While health, welfare, and assistance departments 
are engaged in the development of comprehensive 
programs of service on behalf of the chronically ill, 
what contribution have the licensing boards in 
medicine and nursing to make to the solution of 
the problem? 

It is generally recognized that until very recently 
the training of both physicians and nurses has not 
adequately prepared them to handle successfully 
the long-term patient. While state boards of medi- 
cal license have little if any control of the curricu- 
lum in the medical schools they can, nevertheless, 
make their pressure felt on the schools by the type 
of examination for license which places a degree 
of emphasis upon the prevention, treatment, and 
long-term care of the chronically ill, who will con- 
stitute for years an increasingly large proportion of 
those seeking medical attention. 

‘The state boards of nurse examiners have a more 
definite control of the curriculum in the schools of 
nursing in that they may specify in their states cer- 
tain subjects which must be included directly or 
by affiliation, as, for example, communicable dis- 
ease, tuberculosis, and more recently mental illness. 
They too, must consider the expanding need for the 
care of the chronic case and require at least an in- 
troduction of the student nurse to the problems 
in this field. In addition, the time has come, and 
New York is now meeting the challenge, to provide 
the licensed trained practical nurse who is an in- 
dispensable member of the staff required to meet 
the needs of the chronically ill. 


The Responsibility of the State Housing Authority 


What responsibility has the state housing author 
ity in relation to chronic illness? It has a responsi- 
bility for leadership in the housing field and should 
serve as a guide to local housing authorities. The 
Wagner-Ellender- Taft Bill (S.1592) proposes a Na 
tional Housing Authority and provides for grants 
for research and local housing studies and _plan- 
ning; among other things it provides for low-rent 
housing programs for low income families. 

Nothing is more needed in urban areas than suit- 
able housing for the aged, infirm, and chronically 
ill, who are not yet bedfast. Small units, at low 
cost, with elevator service and socially minded 
supervision will minimize the need for mass insti 
tutional care. Experiments in this field under pri 
vate auspices in New York have shown good results 
as has also a small semirural project at Millville, 
New Jersey. 

(Continued on Page 61) 
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Psychiatric Services in the States 


By GerorceE S. STEVENSON, M.D. 


Medical Director, The National Committee for Mental Hygiene 


HE MENTALLY ILL in the United States are 
cared for today according to a system initi- 
ated in early Victorian times and developed 
in the early twentieth century. In many states relics 
of an even earlier pattern are still to be found in 
county institutions and in the detention of patients 
in jails. In a few places there may be discerned the 
beginnings of what may be the service of the future. 
These three periods in the handling of mental 
the present, and the future—may 
reflections of three different deter- 
mining attitudes. These are the viewpoints of lead- 
ers rather than of the public generally, for the 
public attitude is still a mixture of all three but in 
general tends to trail behind that which determines 
our forms of service. 
Ihe first of these three viewpoints is that “crazy 
On this basis 


illness—the past, 


be considered 


people are a menace and a nuisance.” 


“crazy” people are locked up wherever they can be 
conveniently confined—in jails, in cells, and in 
county homes. The term “crazy,” in spite of its 
disuse in scientific circles, was appropriate to an 


unscientific approach, for this word tells more about 
the ignorance of the speaker who uses it than about 
the mental status of the person alluded to. The 
“the behavior of 
this person does not make rhyme or reason to me.” 
The word “crazy” has a similar implication of an 
irregular pattern when it is applied to the arrange- 
ment of colors in a crazy quilt or the irregular 
crackling of the surface in crazed pottery. In fact 
the word means cracky. It is a pre-scientific term 
and its use as a basic concept could lead to nothing 


word says in effect for the speaker 


but custody. 

The second viewpoint the one dominating the 
“these abnormally behaving people 
are sick ard need treatment.” The 
this pren that hospitals should be built for 
their care and treatment. 

The thite viewpoint, toward which we are mov- 
ing, is that “these patients in our hospitals were 
sick long before they entered the hospital and their 
communities helped to make them what they are.’ 

Maybe in the future the state will see that its job 
is to so strengthen the mental health of all of its 
citizens that even prevention is a second line of 
defense. Maybe it can see that such departments as 
education, health, and labor are its first pre-occupa- 
tion and that those of mental disease, correction, 
and public assistance are secondary. 


present is that 
conclusion to 
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Today the basic elements of state care of the 
mentally ill are the state hospital and the legal 
process of commitment. The function of the hos- 
pital usually begins as the patient enters. He may 
have shown signs of disorder in his community for 
a considerable period prior to this, and he may 
have been attempting to live under conditions 
which might have been presumed to contribute to 
mental breakdown, but in general this is no concern 
of the state or for that matter the community. The 
function of the hospital correspondingly ends as the 
patient leaves it. Whether he is leaving it to return 
to an unhygienic life situation, whether he needs 
continued treatment after separation from the hos- 
pital, what kind of job he is going to undertake, 
what his response otherwise may be, are not the 
routine concern of the hospital today, although 
some of our leaders recognize these problems. 

Over the years the rules and practices of hospital 
administration have come to cover all of the ur- 
gencies arising with a patient between admission 
and discharge. In the well-run hospital the corre- 
sponding duties have been assigned to this or that 
member of the staff in order that they may be well 
covered, and the staff members know where their 
jobs begin and end and they know enough about 
the jobs of others on the staff to understand where 
their own work ties in with that of others. The 
elimination of gaps and the clarification of func- 
tions in this way are a tribute to the seriousness 
with which hospital administrators have tried to 
perfect the work of their hospitals. But such an or- 
ganization is not conducive to change and does not 
encourage the assumption of new responsibilities 
having to do with the needs of the patient before 
admission and after discharge. It does not facilitate 
the addition of new types of staff to the hospitals; 
social service. The new type of staff 
member must define his scope and tie in with all 
other members of the staff in a situation offering 
few tag ends, and this cannot fail to dislocate, to a 
certain degree, the functions of the rest. This does 
not mean that the hospital cannot progress, for it 
does progress when the progress does not demand a 
disturbance of the well-worked-out structure. Shock 
therapy, for example, is easily adapted to the exist- 
ing structure, at least up to the point of the pa- 
tient’s discharge, but out-patient psychiatry and the 
extension of the hospital into the community are 
not easily added. 


for example, 
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The state hospital thus exists as a community in 
itself, unrelated to other communities or institu- 
tions. Its board of trustees only by chance embodies 
other interests. It suffers to a considerable degree 
from social isolation, and this is enhanced by the 
need of a rural location in order that the patients 
may have opportunity for occupation. This isola- 
tion prejudices the employment of staff in the direc- 
tion of persons who can enjoy or endure this form 
of living. Inaccessibility to the community as well 
as the actual attempt to maintain the solidarity of 
the institution make it necessary for the staff to live 
within the institution. 

In some states, where several hospitals exist, the 
control of the hospitals may have been more or less 
shifted from its own board of directors to a central 
authority, although this is not always the case. 
There may be, too, a certain pooling of functions 
and of common services, but the general nature of 
a hospital tends to remain the same. In most states 
the hospitals are administered within the frame- 
work of a state department of welfare or, in a few, 
a special department of mental health. They are 
almost never within the department of health, al 
though this is a rule in Canada. Many hospitals 
still present their budgets directly to the state legis- 
latures rather than to an intermediary authority. 

These hospitals range in size from 1,000 to 10,000 
beds, but in general accommodate 2,500 to 3,000 
patients. This allows for classification and for spe- 
cialized treatment that would not have been possi- 
ble had the smaller county programs persisted. In 
the few places where county hospitals have per- 
sisted they are characterized by their lack of pro- 
fessional direction. In a few very populous counties, 
the county institutions have grown in size and serv- 
ice to where they are comparable to state hospitals. 
In fact, the present system may be conceived of as 
a partnership of communities or counties under 
State auspices in order to make certain improved 
services possible. As a rule state hospitals today are 
both overcrowded and understaffed. 

The isolation of the hospital conspires with the 
readiness of the citizenry to put psychiatric patients 
out of its consciousness. The hospital is no longer 
looked upon as a part of the community function 
or concern. If it should happen that the quality of 
service declines or that patients are mistreated, the 
average citizen is apt to have no feeling of personal 
responsibility for this failure. He has delegated not 
only a duty but his responsibility and conscience to 
specially appointed functionaries. Under these con- 
ditions it is not surprising that abuses appear. 

The antiquity of this system can best be appre- 
ciated by studying the change that has occurred in 
community responsibility for most human ills over 
the past fifty years and by comparing this with the 








attitude of the community toward the mentally ill, 
Health departments, nursing agencies, general hos- 
pitals, public education, probation departments, 
relief agencies, and agencies for child care have all 
come to be accepted as the task of the community 
in providing better living for its members. ‘True, 
these agencies that are located in the community 
still tend to work very much in isolation and de- 
pend insufficiently upon each other, but they are 
physically close enough to join hands. Their clients 
are still living in the community and several of 
these agencies may serve the same client at the same 
time. This tends to bring them into coordinated 
function. The community has actually developed 
machinery for interrelating the functions of these 
agencies, but the needs of the mentally ill are usu- 
ally left out of this coordinating process. At the 
same time the mental hospital has not developed 
new processes for making ties with these community 
agencies and benefiting by their potentialities for 
helping the patient before, during, and after his 
hospitalization. This is left very much to chance, 
An inspection of the case records of a hospital 
would give one very little idea of the welfare or- 
ganizations of the communities from which the 
patients have come, although in many instances 
these same persons have been served by these local 
agencies. 

Much of the technical progress in the field of 
psychiatry has emanated from the leadership of a 
group of private voluntary hospitals. The directors 
of these hospitals have held high positions in their 
field and have been wise and progressive persons. 
But the clientele of these voluntary hospitals has 
been drawn from such a wide geographical area 
that it has been next to impossible to define a com- 
munity to which these hospitals could relate their 
functions, or to which they could give service and 
with which they could maintain close ties. It is 
quite true that these hospitals have given valuable 
service to nearby communities in some instances, 
but this has not been an outgrowth of and inte- 
grated with their in-patient work. The extension of 
the work of hospitals to the home communities of 
the patients before admission and after discharge 
has been blocked because the best minds in the 
field are found where there was the least prospect 
of such a development. 

The counterpart of the system of isolated hos 
pitals is the process of getting patients to such hos 
pitals. The beginning and end of this process in 
many states is the legal adjudication of the mental 
status—the insanity of the patient—and his commit 
ment to a mental hospital for treatment. Even in 
states that have instituted a more liberal system of 
admissions to mental hospitals by allowing medical 
rather than court judgment, permitting admission 
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for a limited period of observation, and even in 
some places granting voluntary admission (a judg- 
ment by the patient himself), these processes are 
thought of as the exception rather than the basic 
procedure. Voluntary admission is the basic pro- 
cedure in hospitals other than those for mental 
patients. Even the psychotic (delirious) patient en- 
ters the general hospital without commitment, but 
if the same patient were to enter a mental hospital 
legal papers would have to be executed. This pro- 
cedure of commitment confirms in the mind of the 
public the attitude of uneasiness that they have 
toward the mental hospital and its patients and 
contributes to the hospital's isolation. 

The psychiatric service of a state as it exists today 
is at best a ward-centered service of high technical 
quality. There is good classification, good therapy, 
good occupation, and good recreation; but it is 
ward-centered. It is not centered on the frailty of 
human beings, to be seen and dealt with from in- 
cipiency to rehabilitation or death. If it were, it 
would not be ward-centered but instead would be 
community-centered. The ward of the mental hos- 
pital would be then only one adjunct of service 
rather the beginning and the end. 

There are sorties, however, in this new direction. 
Here is a hospital that has extended its service into 
the community in order to give out-patient help to 
psychiatric cases either in order that the patient 
may remain in the community or that his entrance 
into the hospital may be facilitated. It helps also in 
guiding the patient back to the normal stream of 
community life after his discharge. It may go so 
far as to bring the patient, immediately before his 
admission, into touch with the doctor who will see 
him through his stay in the hospital and back his 
return into the community. Such services are most 
apt to develop in small, densely populated areas 
where progress can be made more easily, but of 
course social progress occurs first where it can occur 
most easily and gives us our direction and experi- 
ence for the more difficult situation. Here is another 
state hospital which provides a psychiatric consul- 
tation staff to the small general hospital in its com- 
munity and makes it possible for some patients to 
receive all their treatment in that hospital. Here is 
another state hospital which provides the same kind 
of consulting service for courts and other social and 
welfare agencies so that the patients can continue 
to receive their assistance near at home and in 
familiar surroundings. Many state hospitals pro- 
vide clinics, but as a rule these are a reaching out 
of the hospital and not a comprehensive effort to 
meet the need with any serious degree of coverage. 

Ihe future psychiatric function of the state 
should aim to assure to its citizens a higher measure 
of mental health and to do this effectively its focus 
must be where health may be maintained and where 


the beginnings of deviations may appear. The func- 
tion must be community-centered. Instead of hav- 
ing directors of hospitals, one may well look for- 
ward to a time when we shall have directors of 
mental health districts, which would be reconciled 
with the districts of other community state func- 
tions—welfare, education, etc. Instead of having 
ward-centered staff doctors one might look forward 
to area psychiatrists in areas whose size is in keep- 
ing with the capacity of a psychiatrist and whose 
needs for in-patient and out-patient service for 
children and adults, consultation with agencies, 
education of the community and the development 
of a mentally hygienic environment would be 
within the functions of the area psychiatrist. 


Distribution of Responsibilities 
(Continued from Page 33) 


counter-balanced a state’s inability to purchase 
service. About one-third of the total amount ex- 
pended by state health departments represented 
federal grants which in some jurisdictions rose to 
as much as three-fourths of the total expenditure. 

Estimates available for 1944 indicate that state 
health department expenditures, including monies 
from state and federal sources, have increased by at 
least 50 per cent since 1940. 

Evaluation of health services and their organiza- 
tion in the states reveals that “the people” are ask- 
ing for and receiving more health services. Largely 
because of the increase in federal grants and the 
substantial augmentation of state and local budgets, 
the organization for supplying health services is no 
longer so simple as it once was. Multiple agencies 
participate in the total health effort of every state 
and, where several are involved, the health depart- 
ment usually carries the major part of the program 
or assumes leadership in promoting and guiding 
the over-all plan. While the health department is 
the principal agency charged with the responsibility 
for the promotion, conservation, or restoration of 
health, the fact remains that dispersion rather than 
concentration of responsibility characterizes state 
organization for many services. 

The need for greater unity of organization is 
urgent because this is a time when, with increased 
federal and state assistance, more people are being 
provided with more health services and because 
state agencies carry the direct responsibility for ad- 
ministering many service programs. Effort, energy, 
and money are wasted when aims and duties of 
these agencies overlap, underlap, or collide. With 
certain basic principles of efficient administration 
incorporated into all state health programs, the 
forces for health can be organized to bring this great- 
est of all blessings to the greatest number of people. 
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The States Plan Hospital Service 


By Maurice J. Norsy 


Research Director, Commission on Hospital Care 


LACK OF BUILDING supplies and manpower for 
the erection and extension of public and pri- 
vate buildings during the past years of na- 
tional concentration on the war effort places the 
country on the threshold of the greatest construc- 
tion program in its history. Not the least important 
among the buildings which are being planned are 
hospitals and health centers. During the depression 
years of the thirties, funds were not available 
through voluntary agencies for the expansion of 
hospital facilities and little governmental assistance 
was provided for this type of public building. And 
so there is a backlog of hospital construction cover- 
ing needs developed during a fifteen-year period. 
Hospital construction has lagged behind public 
education and scientific development in the health 
field and the role of the general hospital in the care 
of all types of illness has changed materially during 
this period. There now results an unprecedented 
opportunity to develop an integrated system of hos- 
pitals to meet the public need adequately. 


Location of Hospitals 


Existing hospitals have not been located accord- 
ing to a unified public health plan. More than 6,000 
institutions, generally classified as hospitals, are 
scattered haphazardly over the nation. The services 
of these institutions are supplemented by at least a 
like number of small nursing and convalescent 
homes which are operated for the most part under 
superficial regulation and without competently 
trained staffs. This spotty distribution of hospital 
facilities forces many people, particularly those in 
rural areas, to travel many miles from their homes 
for hospitalization or for medical care. ‘The location 
and supervision of hospitals and hospital service 
constitute one of the most pressing problems of our 
day. 

The next few years will see the expenditure of 
millions of dollars of private and public funds for 
hospital construction. If these funds are to be spent 
wisely, some effective program must be developed 
for placing these new hospital facilities where they 
are most needed and for developing a program of 
integration and supervision which will guarantee a 
high level of service. The planning must be done 
independently of the ambitions of local communi- 
ties and without regard to individual prejudices. 

There are many factors to be considered in the 
development of hospital service. Extent and capac- 
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ity of existing facilities, financial resources, and 
area need are three significant considerations. 


National Study Commission 

Full knowledge of the extent of present services 
and facilities is of prime importance in the devel- 
opment of an integrated hospital plan. Therefore, 
the American Hospital Association in 1944 inaugu- 
rated the Commission on Hospital Care, an inde- 
pendent, non-profit, public-service committee which 
was to conduct a two-year study of hospital service 
in the United States. This commission had neither 
time nor money adequate to take detailed hospital 
inventories and to make surveys on the local level. 
Also, it felt that hospital studies and subsequent 
planning programs could be accomplished best by 
work as near the local level as possible, for in this 
manner only can the needs and situations peculiar 
to specific geographic areas be dealt with effectively. 
Therefore, the commission emphasized the need for 
establishment of state hospital study groups which 
would make surveys based upon a uniform study 
method so that completed local and area surveys 
might be combined like a jig-saw puzzle to show the 
overall national picture. 


Surveys on State Level 


The state seems to be the logical administrative 
unit for an analysis of hospital service. Smaller 
areas of government administration, such as coun- 
ties, townships, and cities carry a measure of respon- 
sibility for providing health service within their 
boundaries. Counties have constructed institutions 
for the isolation of tuberculosis and mental patients. 
Some cities have established similar institutions and 
a large number operate contagious disease hospitals. 
Care of indigent patients is a joint responsibility of 
city, township, county, and state governments in 
various areas. However, there is a growing tendency 
for the state government to provide more and more 
of the care required by medically indigent patients 
and by those having long-term, chronic illnesses. 

This extension of the role of the state in the pro 
vision of health services probably resulted from suc 
cessful supervision of sanitation, the control of 
communicable disease, the direction of child health 
and crippled children’s programs, and other health 
activities, all of which indicate that many public 
health functions can be administered effectively on 


a statewide basis. 





mi 
tu 
ch 
mt 
sta 
pa 


of 

m4« 
ma 
tie! 
pre 
idl. 
ser 
anc 
tio! 
dis 


I 
icat 
tine 
pat 
dus 
Suc 
redi 
ing 
of 4 
care 
cule 
losis 
gica 
gene 
cial] 


M 
mori 
of n 
Also 
inte1 
ness 
man 
ness 
there 
cases 
For 1 
can | 


and 


rvices 
level- 
efore, 
augu- 
inde- 
which 
-rvice 
either 
spital 
level. 
quent 
est by 
n this 
culiar 
tively. 
ed for 
which 
study 
irveys 
ww the 


rative 
maller 
coun- 
espon- 

their 
utions 
tients. 
ns and 
spitals. 
lity of 
nts in 
idency 
1 more 
atients 
nesses. 
he pro 
ym suc 
rol ol 
health 
health 
public 
vely on 





The States Plan Hospital Service 49 


\: the present time, in’ some states, more than 
half of the hospital beds are operated under state 
control. However, most of the hospitals in which 
these beds are located serve patients with special 
long-term illnesses and contagious diseases. Con- 
versely, most of the hospital beds which are used 
by the general public for ordinary illness are oper- 
ated by non-profit voluntary organizations which 
are supported by patient revenue and philanthropy. 


Concept of Methods of Treatment Changing 


Recent developments and suggestions for the 
manner in which communicable disease, pulmonary 
tuberculosis, nervous and mental disorders, and 
chronic illnesses might be handled in the future 
must be carefully considered against the history of 
state responsibility for the care of these types of 
patients. 


Communicable Disease. The methods for control 
of communicable disease have improved and the 
morbidity has declined. There is less and less de- 
mand for special hospitals serving this type of pa- 
tient. Even in the large cities the accommodations 
provided in such special institutions often stand 
idle resulting in economical waste and inadequate 
service. In the light of improved nursing techniques 
and present methods for the control of cross-infec- 
tions in hospitals, there seems little reason why such 
diseases cannot be cared for in general hospitals. 


Pulmonary Tuberculosis. The possibility of erad- 
icating pulmonary tuberculosis by providing rou- 
tine radiological examinations of the chests of all 
patients in all hospitals and of all employees in in- 
dustry over a period of years, has been suggested. 
Such a program would at least result in a much 
reduced incidence rate of this type of illness, mak- 
ing unnecessary the construction and maintenance 
of additional independently operated hospitals to 
care for patients suffering with pulmonary tuber- 
culosis. Advances made in the treatment of tubercu- 
losis, particularly collapsed therapy and other sur- 
gical procedures, make it readily possible for the 
general hospital to serve many such patients, espe- 
cially in certain phases of the illness. 


Mental Illness. There is general recognition that 
more can be done for the patient in the early stages 
of mental illness, the same as in organic disease. 
Also, it is generally recognized that there is an 
interrelationship between mental and organic ill- 
ness and a need for psychiatric consultation in 
many instances in which symptoms of organic ill- 
ness appear to be of primary importance. Similarly, 
there is need for careful diagnostic service in many 
cases in which the mental symptoms predominate. 
For these cases, it appears that the general hospital 
can provide a well rounded program of service. 


Convalescent and Chronic Patients. General hos- 
pitals are giving serious consideration to the bene- 
fits of convalescent and rehabilitation programs for 
long-term patients. Some integration of service be- 
tween the general hospital and institutions for the 
care of this type of patient is indicated. 

With this changing concept of the role of the 
general hospital in the care of patients now gener- 
ally assumed to be the responsibility of the state, it 
is necessary that broad statewide planning be ac- 
complished so that an economical and effective pro- 
gram may be developed. The state is therefore the 
most logical geographic area on which to base the 
planning and coordination of a hospital construc- 
tion program. 


Membership of State Study Groups 

However, in order that administrative techniques 
for dealing with the problem may become the 
means and not the end result, it is desirable that 
the hospital planning program be conducted by a 
widely representative group. Inasmuch as existing 
hospital facilities for the care of general illness are 
operated largely by voluntary agencies, the state 
study group which is established to coordinate hos- 
pital service should be composed of representatives 
of both voluntary and official health agencies within 
the state. 

Representatives from the medical, dental, and 
nursing professions, hospital administration, educa- 
tion, labor, industry, and agriculture together with 
others from official agencies would complete a well 
rounded membership requisite to a sound, practical 
hospital planning program. Active participation of 
state leaders in the survey of facilities in their own 
areas arouses local interest in the problem and 
thereby intensifies the effort to plan a well rounded 
hospital construction program and the integration 
of hospital service which will adequately serve the 
needs of the state. 


Progress of State Hospital Studies 


All forty-eight states have taken action toward the 
conduct of state hospital surveys. These programs 
are in various stages of initiation or completion. 
Using completion of the hospital inventory (which 
is the first step in the survey) as the basis for classi- 
fication, the progress of hospital study groups in the 
various states can be shown as follows: 


Inventories of Hospital Facilities Completed: 
Michigan, Montana, Oklahoma, Wyoming, Wash- 
ington, D. C. 


Inventories of Hospital Facilities Being Con- 
ducted: Colorado, Idaho, Illinois,’ Indiana, Iowa, 
Kansas, Maine, Nevada, New Hampshire, New Jer- 
sey, North Dakota, Rhode Island, South Dakota, 
Vermont, Washington, Wisconsin. 


| 
| 
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Inventories to Be Inaugurated Soon: Arkansas, 
Kentucky, Massachusetts, Minnesota, Tennessee. 


Hospital Surveys Authorized but Not Yet Started: 
Alabama, Arizona, Delaware, Florida, Georgia, 
Maryland, New Mexico, New York, North Caro- 
lina, Ohio, Oregon, Texas, Virginia, West Virginia. 


Surveys in Various Stages of Planning: California, 
Connecticut, Louisiana, Mississippi, Missouri, Ne- 
braska, Pennsylvania, South Carolina, Utah. 


It is anticipated, because of an awakening of pub- 
lic interest in the need for more adequate hospital 
service and because of pending federal legislation 
to assist the states in the construction of hospital 
facilities, that surveys will be under way or com- 
pleted in all states before the end of another year. 


Organization of Study Groups 


In all twenty-five states which have organized for 
surveys, directors of various state goternmental de- 
partments are cooperating in the development of 
the hospital planning programs. Representatives of 
State Planning Commissions, Health and Welfare 
Departments have been appointed to committees 
and these government departments have made per- 
sonnel and office facilities available for use by the 
survey groups. Governors have appointed special 
committees to conduct the work in several states. 
In others, they have directed state departments to 
assist with the planning programs. In some, they 
have authorized state health departments to assume 
full responsibility for the completion of hospital 
studies. 

Three general patterns have been used as a basis 
for the organization of state hospital study groups. 


1. Committee of the State Planning Commission 
—an official committee appointed by the proper au- 
thority which would report through the State Plan- 
ning Commission. 

2. Governor's Commission—a special independent 
commission appointed by the governor and report- 
ing directly to the public. 

g. State Health Department—the state health de- 
partment with the assistance of an advisory council 
appointed by the governor or the commissioner of 


health. 


Scope of Study by States 
The program of state hospital study committees 
includes five general considerations. 


1. Survey of present hospitals and public health 
department activities, including detailed tabula- 
tions of all available information about existing 
facilities necessary to a full understanding of the 
scope and extent of hospital service and allied pub- 
lic health department programs. 


2. Determination of need through an analysis of 
the data obtained from the survey of existing facili- 
ties combined with basic data concerning popula- 
tion, economic and geographic factors. 

3. Draft of a state plan including a long-range 
program to provide a system of coordinated and 
integrated hospital and public health facilities to 
the end that all parts of the state may be served 
adequately. 

{. Provision for the administration of the hos- 
pital plan through an official body appointed to 
represent the hospitals, the professions, the public 
and the state government in establishing, maintain- 
ing, and extending the state hospital plan. 

5. Enactment of a state hospital licensure law de- 
signed to guide hospital development and to main- 
tain proper standards of hospital service. 


Federal Hospital Construction Act—S.191 


The survey and construction programs of the 
states may be implemented by House approval ‘of 
the Hill-Burton Bill, already passed by the Senate, 
which proposes a program of federal grants-in-aid 
to the states for surveys and hospital construction, 
An appropriation of $5,000,000 is proposed for the 
conduct of state surveys and the draft of long-range 
planning programs, and $75,000,000 for each of five 
fiscal years for hospital construction. 

In order to be eligible for grants-in-aid for hos- 
pital construction under this bill, states must ap- 
point official agencies to take inventories of existing 
facilities and to formulate an integrated hospital 
program which will meet requirements to be estab- 
lished by a Federal Hospital Council and admin- 
istered by the Surgeon General of the U. S. Public 
Health Service. 


State Legislation 


The Council of State Governments in its sug- 
gested Federal-State legislation for both 1945-1946 
and 1946-1947 included interpretive statements 
about hospital studies and drafts of State Hospital 
Survey Acts. These references from a group alert to 
important legislative considerations serve to empha- 
size the need for immediate and constructive action 
by all states which have not yet established pro- 
grams to permit participation under the proposed 
National grants-in-aid hospital construction act. 

In 1945, fifteen states (Arizona, Delaware, Flor 
ida, Indiana, Maine, New Mexico, North Carolina, 
Oklahoma, Oregon, Rhode Island, Utah, Vermont, 
Virginia, Washington, and West Virginia) enacted 
legislation designating a state organization empow- 
ered to carry out a state-wide hospital survey. Al 
though 1946 is an off year for legislative sessions, 
it is expected that those legislatures which do meet 
in regular or special session will consider legislation 
of this type. 
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Medical Assistance Programs in the States 


Summaries of Medical Welfare Programs in Maryland, Kansas, and Pennsylvania 


Maryland 
By Rosert H. Rivey, M.D. 


Director, State Department of Health 

\ PROGRAM of medical care for the indigent and 
the has been inaugurated in 
Maryland on a county basis. The 1945 session of 
the General Assembly established a Bureau of Medi- 
cal Services, within the State Department of Health, 
the recommended by the 
Medical and Chirurgical Faculty of Maryland and 
also to perform duties in connection with the licens- 


medically indigent 


to administer program 


ing of hospitals and the administration of hospitals 
that are slated for postwar construction and that are 
to be used for the treatment of chronic diseases. The 
law became effective on June 1 and this department 
and other cooperating agencies had marked success 
in their efforts to put the program for medical care 
into operation as promptly as possible. 

The enactment of this law to establish medical 
care was the culmination of a movement that began 
in 1939, when the Medical and Chirurgical Faculty 
suggested that the State Planning Commission ap- 
point a Committee on Medical Care to survey prob- 
lems of getting adequate care to the residents of 
this state. This committee, which is composed of 
representatives of all agencies interested in the mat- 
y basis, first met in 
January, 1940. In the years following, a field survey 


ter officially or on a voluntary 


and other investigations were carried out to de- 
termine the availability of proper care. In April, 
1944 the committee published its report, recom- 
mending establishment of a program for medical 
care for the indigent and also the medically in- 
digent—those normally self-supporting but unable 
to pay the costs of needed medical care—on a county 
basis. Ihe committee suggested that the program 
be administered by the State Department of Health 
and that a Council on Medical Care should be cre- 
ated, representing medical and nursing professions, 
hospitals, public health and welfare agencies. 

The report was presented to the Medical and 
Chirurgical Faculty at its annual meeting in April, 
1944 and was approved unanimously by that group. 
The Faculty sent it to Governor O’Conor with the 
request that he recommend the necessary legisla- 
tion. A bill putting this plan into effect was writ- 
ten, was passed by the state legislature and became 
law on February 9, 1945, when signed by the Gov- 
ermor. 


51 


For the first two years an annual appropriation 
of $200,000 was approved. This is much less than 
the estimated cost of an adequate program for the 
counties of Maryland, but it is the general opinion 
that this amount will suffice for a beginning, espe- 
cially since prosperity prevailed at the time the bill 
was passed. 

As provided in the law, the State Board of Health 
appointed a Council on Medical Care promptly, 
and the group held its first meeting on May 24. 
Members include representatives of the medical, 
dental, pharmaceutical, and nursing professions; 
hospitals, and public health and welfare agencies. 
The council provides consultation and advice in 
connection with the program being administered 
by the Bureau of Medical Services, the newly cre- 
ated bureau of the State Department of Health; 
however, final authority rests with the State Board 
of Health. 

The council recommended that state-wide poli- 
cies be flexible, allowing for adaptation to local 
needs in the various counties. Accordingly, they 
decided upon the appointment in each county of 
a County Advisory Committee on Medical Care. 
These committees must include: three members to 
be named by the County Medical Society; one mem- 
ber to be named by the Dental Society having juris- 
diction in the county; one member appointed by 
the Maryland Pharmaceutical Association; the ex- 
ecutive of the County Welfare Board; the chairman 
of the Board of County Commissioners or his dele- 
gated representative; and the County Health Off- 
cer, who is to serve as chairman. Individual coun- 
ties can appoint additional members at their own 
discretion, but it was suggested that the total num- 
members should not exceed ten. It was 
recommended that health officers naming additional 
members should choose representatives from such 
groups as Negroes, the Department of Education, 
nurses, local hospitals, or public health lay organi- 
zations. 

According to the recommendations of the Coun- 
cil on Medical Care, each county is required to 
submit an accurately and completely defined pro- 
gram to the Bureau of Medical Services. Services 
are to begin in each county soon after its plan has 
been received and approved. 

Certified clients of the Public Welfare Depart- 
ment are eligible for care under this program. The 
eligibility of the medically indigent will be de- 
termined by the County Health Officer, or his desig- 
nated agent, on the basis of medical and social 
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factors. Consideration will be given to the cash 
income, other resources (such as home-grown food), 
special expenses or debts, and the size of the family. 
Important factors are the diagnosis, probable length 
and cost of the illness, whether the patient is the 
chief wage earner or a dependent, the outlook for 
complete recovery or the likelihood of recurrence, 
the probable effect on future earning capacity, and 
whether or not the family would have to go into 
debt to pay the costs of needed care. Eligibility for 
care under other programs and any insurance that 
the patient may have are also considered. 

The scope of its local program is determined by 
each county. Services may include home and office 
care, surgery, obstetrical services, consultation, den- 
tal care, bedside nursing care, drugs, laboratory 
services, and clinics. Other types of service may be 
inaugurated with the approval of the Bureau of 
Medical Services. The local program is to be de- 
termined by the most pressing needs of the area and 
by the amount of money available. 

Funds have been allocated to the counties in pro- 
portion to the number of persons receiving assist- 
ance from the County Board of Public Welfare. 
In many counties several agencies were already 
providing medical care. This program will not 
duplicate or replace any existing services, but it may 
supplement them or inaugurate new services. 

To simplify and facilitate administration of the 
state-wide program a uniform fee schedule has been 
adopted for all counties. Rates were determined in 
large part according to recommendations made by 
County Advisory committees. Since few counties 
would provide all the services mentioned in the 
fee schedule at the beginning, each county was 
advised to reproduce the part applicable to its own 
program and distribute it among the physicians and 
dentists of the area. It is believed that a uniform 
rate throughout the state is especially important 
because of cases where a physician lives near a 
county line and practices in more than one county. 

A system whereby expenditures could be strictly 
limited to the funds available was necessary. Ac- 
cordingly the funds on hand for each county have 
been set up in monthly amounts. Physicians and 
dentists are to submit a single report of services ren- 
dered to each patient. This report is sent to the 
County Health Officer for review. Reports ap- 
proved by the County Health Officer are sent to the 
Bureau of Medical Services, which issues payment. 

If the Health Officer questions the accuracy or the 
validity of any report received from a physician, 
pharmacist, or dentist of his county he has the 
right to seek the advice of the County Advisory 
Committee. On the other hand, any physician or 
other person who has rendered medical services may 


present his case to the County Advisory Committee 


if he is dissatisfied with the payments received. 


The general policies governing the administra- 
tion of the program for medical care have been 
based upon recommendations made by the Council 
on Medical Care. In determining these policies that 
group has given full weight and consideration to 
the opinions expressed by county advisory com- 
mittees on medical care. There has been an attempt 
to balance two more or less opposed pring iples. The 
importance of allowing individual counties the 
greatest possible freedom to adapt the program to 
their peculiar needs was generally recognized. At 
the same time, a reasonable degree of uniformity 
throughout the state was held desirable in order 
to simplify administration and the keeping of rec 
ords and to provide a basis for future evaluation of 
progress. 

By October 25 the chief of the Bureau of Medical 
Services could report that twenty-two counties had 
submitted final plans for their programs for medical 
care. Programs were actually in operation in a 
majority of these counties. Most of the final plans 
included requests for consultation service. Seven 
of them include in the plans submitted clinics for 
the treatment of special diseases, the type most 
frequently requested being ophthalmology, nose 
and throat, and psychiatry clinics. Nearly all of the 
remaining counties were working on their final 
plans by the end of August. Since the law inaugu- 
rating the program for medical care did not go into 
effect until June 1, 1945 and funds were not avail- 
able for its administration until July 1, this may 


be considered very satisfactory progress. 


Cooperative Efforts Responsible for Program 


Maryland's program for medical care results from 
the cooperative efforts of physicians, dentists, phar- 
macists, public health authorities, and welfare agen- 
cies to bring adequate care within the reach of those 
who cannot afford to pay for needed services. At- 
tempts are being made to raise the quality of the 
medical care provided for the indigent and medi- 
cally indigent residents of our counties by providing 
services of physicians and dentists, clinics in special 
fields, diagnostic laboratory services, consultation 
service, and bedside nursing care. Policies have 
been formulated with the full cooperation of all 
the groups concerned; and a continued unified 
effort is essential to the success of this undertaking. 
The program is a new venture in public heaith, 
and one that may be accompanied by errors. It is 
believed, however, that vigilance to detect these 
mistakes and willingness to correct them will help 
to insure its success. Above all, needs of groups in- 
tended to benefit from the medical services must be 
kept in the foreground, for the entire program has 
been established for the sole purpose of serving 
these sections of our population. 
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Kansas 
By PAuL V. BENNER 


Director, Division of Public Assistance, 
State Department of Social Welfare 


IT IS UNIVERSALLY recognized that satisfactory medi- 
cal and dental care is a requirement for all people. 
In the Social Welfare Act the Kansas legislature 
made provision for such care for those who were 
unable to secure it from their own resources. The 
act provides that assistance shall be granted to any 
needy person who “has not sufficient income or re- 
sources to provide a reasonable subsistence com- 
patible with decency and health.” ‘The term 
“health” in the act is used in a broad, general, posi 
tive manner and it has been interpreted by the 
State Board of Social Welfare as including all the 
necessary essential items and services to maintain 


1 


and to insure the physical well-being of the in 
dividuals our agency is serving. Such an interpreta- 
tion appears mandatory on the State Board since 
welfare services are defined in the act as including 
not only the giving ol publi assistance but in addi- 
tion, “the prevention of public dependency and 
promoting the rehabilitation of de pendent persons 
or those who are approaching public dependency.” 
Assistance as used in the Kansas Act includes medi- 
cine, and the giving of any service including in 
structive or scientific aid. 


Provisions of Kansas Constitution 


Ihe Kansas constitution provides that the re 
Speclive counties ol the state shall provide tor those 
inhabitants who by reason of a misfortune have a 
claim upon the sympathy of society. ‘The legisla- 
ture of 1862 enacted laws placing upon the counties 
the responsibility for providing medical care for the 
poor. When such medical needs were few, public 
responsibility was defined and accepted on an in- 
dividual basis. Generally, however, the medical 
profession itself met the need out of its own genet 
osity. Lhere were instances, however, when the con 
flicts that arose between public officials and medical 
men resulted in court cases. The courts have held 
consistently that medical care for those without 
resources was a public responsibility. 

With the increased need of many people it was 
apparent that more satislactory plans for medical 
and dental care had to be developed. Officials 
could not continue on the basis of individual case 
plans, nor was it proper to expect the medical pro- 
lession to carry the entire load. Additional 
funds for meeting needs had been made available 
and should be used for medical as well as for other 
needs. 


Administratively, Kansas faced the same prob- 


lems as did other states in attempting to establish 
a plan for medical care on which we could receive 
matching funds from the federal government in the 
three federal categories; namely, old-age assistance, 
aid to the blind, and aid to dependent children. 
One of the requirements for federal matching of 
funds is that the assistance must be a money pay- 
ment with no restriction placed upon its use. 

Medical resources varied a great deal within the 
state. There are a few counties that do not yet 
have a licensed physician or dentist within the 
county, and there are several counties that do 
not have a hospital within the county. Many of 
the specialized services required could only be pro- 
vided at some distant point. 

All of these problems had to be considered in 
the development of plans. Since the public assist- 
ance program in Kansas is supervised by a State 
Board and administered by county boards of social 
welfare, it was deemed wise and expedient for the 
local boards individually to develop medical plans 
which would meet their respective needs adequately. 
The State Board would offer help and suggestions 
and assist in any way possible. The State Board 
also agreed to share in the expense and if certain 
conditions were met, federal money would be avail- 
able. As a result of such procedure, four rather 
distinct types of plans developed. These plans will 
be described in detail. 
County Physician Plan 

One or more physicians are hired by the county 
board of social welfare to provide the necessary 
medical services to persons certified to them by the 
county welfare department. The physician or physi- 
cians are paid a monthly salary, the amount of 
which depends upon the responsibilities they have 
to assume. Usually only services are provided; how- 
ever, in some instances common drugs are provided 
by the physician and the cost is included in his 
salary. In other instances drugs are purchased di- 
rectly by the county department or an allowance is 
made to the recipient so that he may purchase them. 
Referral to other physicians for special care or serv- 
ices is usually through the county physician but this 
service is paid for by the county department on an 
individual fee basis. Hospitalization is handled in 
the same manner, except in one county which has 
its own hospital. 

Federal matching of funds for the salary of the 
physician is not possible since the recipient does 
not pay him directly for services provided. Also 
the state agency requires that medical plans in pro- 
viding for federal matching of funds shall include 
free choice of physician. 

I'welve counties or 11.4 per cent of the counties 
of the state have a county physician plan in opera- 
tion at the present time. 
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Lump Sum Payment Plan 


An agreement is entered into between the county 
medical society, or the individual physicians prac- 
ticing in the county, and the county department of 
social welfare, whereby the county agency pays di- 
rectly to the physicians a set sum each month or 
each year for medical services provided to recipients 
of public assistance. Usually drugs are in addition 
to the payment made and are bought direct by the 
county department or an allowance is made to the 
recipient so he may purchase them. Hospitaliza- 
tion and specialized services from other physicians 
are paid for by the county department on an in- 
dividual fee basis. Under this plan the recipient 
of assistance does have free choice of physician; 
however, since the payment for physicians’ services 
is made directly by the county department rather 
than by the recipient, federal matching is not pos- 
sible. There are only four lump sum payment 
plans in operation at the present time; thus, only 
about 4 per cent of the counties have such a plan 
since the state has 105 counties. 


Fee Schedule Plan 


A fee schedule is established and agreed upon 
between the county medical society or the partici- 
pating physicians, and the county department of 
social welfare. The physician is paid for the serv- 
ices he actually renders on the basis of the estab- 
lished fee for that service. Usually the fee schedule 
is below that followed private practice. This is 
especially true for the more expensive items such 
as major surgery. The majority of fee schedules 
represent about a 50 per cent reduction; a few are 
from 66%; to 75 per cent of the regular charges, and 
three plans provide for payment at the regular fee 
level charged to private patients. Drugs and hospi- 
talization as well as care by physicians outside the 
plan for specialized services are paid for on an 
individual basis. 

This plan does permit the recipient to have free 
choice of physician and also it is possible to receive 
federal matching of funds since the recipient of 
assistance may pay the physician directly for the 
services received. 

As would be expected, the fee schedule plan is 
one of the most popular since this method repre- 
sents the usual way a physician carries on his prac- 
tice. Fifty-nine counties or 56.2 per cent have the 
fee schedule plan. 

The administrative difficulties involved in pro- 
viding medical care under the fee schedule plan 
are many, especially if the agency receives federal 
matching funds since it is necessary to increase 
assistance awards in the amount of the medical ex- 
pense so the recipient may pay the physician, the 
druggist, or the hospital. The bills are not always 


received early enough to meet the agency's dead- 
line and they are for various items in varying 
amounts. In the expenditure of public funds cer- 
tain forms and procedures are required. The ex- 
penditure must be approved by various county 
officials; also under this plan the agency is not able 
to predict in advance the costs of medical care and 
has no control over those costs. This creates diff. 
culties in preparing an annual budget. Physicians 
cannot, because of pressure on their own profession, 
meet these requirements. They become annoyed; 
the recipient who is old and feeble does not always 
understand why his award was increased and _per- 
sonnel shortages within the agency itself maybe 
cause delays or mistakes or create misunderstand- 
ings. All of these matters contribute to the diff- 
culties. 

Ihe medical society usually demands, and right- 
fully so, that since the physicians are providing care 
at reduced rates to assistance cases, the county de- 
partment shall guarantee payment of the bills. If 
the expenses for medical services are to be included 
in the recipient's award, the county department 
cannot control, influence, or direct the client in his 
use of the money. If such is done, federal reimburse- 
ment is not available. If an allowance is made after 
the county department has guaranteed payment 
and the client fails to make his payment out of his 
assistance award, a duplicate payment is necessary. 
Our experience has proved that the majority of 
clients are honest individuals who are interested in 
paying their bills and do so promptly. Several 
counties have reported that only a very lew re 
cipients fail to meet their medical payments and 
many times this failure is due to some misunder- 
standing or inadequate assistance. 

In the usual procedure the physician bills the 
client who received the service, and a duplicate of 
the bill is sent to the county welfare department. 
If the client is a recipient of categorical assistance, 
his award is then increased in the amount of the 
bill. The agency tells the client why his award has 
been increased and then it becomes the client's 
obligation without any controls by the agency, to 
pay the physician. On large medical expenses such 
as surgery and hospitalization, the payments may be 
spread over several months’ time in order to receive 
maximum federal participation. 

The fee schedule plan, even though it is difficult 
to administer, does have the advantage of giving 
the client free choice of physician whereby the 
traditional physician-patient relationship is re 
tained, while the public pays only for services which 
are provided at a reduced cost. In an assistance 
program of individual budgeting for specific needs, 
the so-called “red tape” cannot be avoided, since 
illness is uncertain and unpredictable and the costs 
of it vary from month to month. An attempt is 
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made, however, on cases where the illness is chronic 
or continuous, to average the costs and include an 
established figure so that the award does not have 
to be revised each month. 

It should be pointed out that on cases ineligible 
for one of the federal categories or where a dupli- 
cate payment is required, such payments are made 
directly to the medical vendor by the county de- 
partment, with state and local funds—go per cent 
state and 70 per cent local. 


Medical Insurance Plan 

Under this type of plan, recipients of assistance 
who express a desire to be included in the plan, 
make a regular periodic payment in advance to 
the participating physicians who furnish medical 
care in accordance with the terms of the contract. 
The medical payment is established by members of 
the medical society and the county department of 
social welfare. ‘The plans vary considerably in the 
scope of services offered and in cost. The range in 
cost is from $1.75 per case per month in one county 
where only medical service is provided, to $4.25 in 
another county where medical services of all types, 
drugs, hospitalization, and laboratory fees are in- 
cluded. 

In the negotiations and the final agreement, pro- 
vision is made for free choice of physician, limited, 
of course, to those participating; comprehensive 
medical services as well as other services, which are 
defined; and the exchange of information between 
the physician and the county welfare department. 
Also, the plan must be voluntary with the client. 
However, in most instances the county department 
does guarantee that the physician will be paid the 
established amount for each case under care. The 
physicians agree to collect the insurance payment 
whenever possible. On cases where payment is not 
made directly by the client or where the client does 
not desire to participate, provision is made to pay 
directly, the same as is done on general assistance 
cases who do not meet eligibility requirements for 
one of the federal categories. 

As was pointed out, the funds are collected by 
the physicians, or their representative; also, any 
direct payments by the agency are made to the 
They are responsible for providing the 
agreed-upon services. If the plan is all-inclusive, 
the physicians pay the drug and hospital bills and 
prorate the balance, after administrative expenses 
are paid, to the physicians who have rendered serv- 
ices. Ihe usual procedure is to distribute the re- 
maining balance on a unit cost basis which has been 


physic ians. 


agreed upon by the participating physicians. On 
occasion, a reserve fund is established to meet addi- 
tional expenses when the incidence of illness is 
higher. The financial controls are centralized in the 


medical society. This may have certain disadvan- 


tages; however, it is felt if adequate care is provided 
and the provisions of the agreement are fulfilled, 
value is received by those participating as well as 
those paying the bill. One of the disadvantages is 
the fact that public funds are being spent by a pri- 
vate group without adequate control or supervision 
by the public agency. 

Needs not met in the agreement, such as hospi- 
talization, are provided for by the county welfare 
department on an individual basis. 

This plan makes it possible to get federal match- 
ing of funds, since the recipient may make his pay- 
ment directly; also, free choice of physician is pos- 
sible. 

Thirty counties or 28.6 per cent of the counties 
in the state have a medical insurance plan. Twenty- 
one of the thirty plans provide for all-inclusive 
coverage at an average cost of $3.36 per case per 
month. The remaining nine plans vary consider- 
ably and their average cost is $2.49 per case per 
month. 

The medical insurance plan has several adminis- 
trative advantages. The client’s medical needs can 
be budgeted each month on a regular basis. Ad- 
ministrative “red tape,” which is expensive in time 
and effort, can be eliminated. By doing so the per- 
sonnel of the agency can be released for other work. 
Office calls from clients, home visits to clients and 
calls to physicians can be reduced considerably since 
detailed planning on medical payments is no longer 
required or necessary. The danger of restricted 
money payments is reduced under such a plan since 
it is entirely voluntary with the client. The clients 
like the plan since they know that medical care is 
available from a physician of their choice; that they 
do not need additional authorization from the 
agency to get medical care; and that their award 
is not varied each month because of medicai needs. 
This gives the clients some security and opportunity 
for planning their awards. It is also believed that 
under an insurance plan a fuller use is made of 
medical facilities by the clients and that they seek 
medical attention as soon as they need it, since they 
have paid for the service. 

We have found that clients participate and make 
their payments regularly. One county reported that 
97 per cent of its clients had made their payments 
regularly and that they were using the facilities 
without insistence on the part of the agency. 

All medical contracts or agreements made _ be- 
tween local physicians and county welfare depart- 
ments must be approved by the State Department 
of Social Welfare. The following criteria are used 
in evaluating the agreements. 


Medical and Dental Expense 


Standard. Adequate provision should be made 
on an insurance, fee, or other basis for the payment 
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for services of physician and dentist or such other 
services rendered by practitioners as they are author- 
ized by law to perform. Hospitalization, nursing 
care, drugs, dressings, and appliances should be pro- 
vided as needed on proper authority of the individ 
ual rendering the service. 


Contracts. Contracts for medical or dental care 
in which federal matching is contemplated must 
meet the following requirements: 

1. Provision must be made for the best professional 
services available within the local area to the partici- 
pants, and professional standards and quality of service 
must be maintained by the individuals offering such 
service; 

2. Necessary services provided through other facilities 
in the state or the community must not be duplicated in 
the plan; 

3. The participants must have free choice of physician 
or dentist, limited, of course, to the professional group 
included in the plan or the individual members of the 
professional group who are willing to offer their services 
under the plan; 

4. Provision must be made for voluntary participation 
in the plan by the recipient; 

5. Provision must be made for necessary medical or 
dental care for recipients who do not desire to partici- 
pate in the plan; 

6. Any amount provided for medical or dental care 
and included in the award is not restricted to that use; 
7. No automatic reductions of assistance grants will 
be imposed if the recipient fails to pay his medical or 
dental fees. Any reductions made will follow the estab 
lished procedures by a review of the situation of the re 
cipient in respect to his total requirements and resources; 

8. Provision must be made for the interchange of in 
formation between the participating physicians and den 
tists and the county department; 

g. The fee for the services provided for in the contract 
must be reasonable and within the ability of the agency 
to pay; 

10. Eligibility for medical and dental services must be 
determined by the county department on the same basis 
as eligibility for other types of assistance. 


If federal matching is expected under the plan, 
all ten of the criteria must be met; on plans involv- 
ing only state local funds certain modifications are 
permitted. 


Dental Care 

The program for dental care for recipients of pub- 
lic assistance has not advanced as rapidly nor is it as 
comprehensive as the medical program. ‘The State 
Department has, however, suggested the following 
policy on dental care to the county welfare depart- 
ments: 

It is suggested that an adequate dental care program 
for recipients of assistance should be established by all 
county boards of social welfare in conjunction with the 
county dental society and/or practicing dentists of the 


county. 


The program should make provisions for an annual 
(if possible semi-annual) dental inspection of all chil. 
dren and adults by a family dentist of their choice. De. 
fects found in both temporary and permanent teeth 
should be corrected immediately according to the den. 
tist’s recommendations. Badly diseased and abscessed 
teeth should be removed or treated according to the 
advice of the dentist. Individuals with communicable 
diseases (such as Vincent's disease) should be isolated 
and treated until the disease is cured. 

Ihe dental care program for children should begin 
during the prenatal period. The personnel of our wel. 
fare departments should urge all expectant mothers to 
visit their dentists, and the welfare agency should make 
provisions for any care advised by the dentist. Beginning 
at the age of three, all children should have periodical 
dental examinations as frequently as advised, but at least 
once a year. The dental program for a child should con- 
tinue until he reaches eighteen years of age. 

Ihe dental program for adults should include restora- 
tion dental procedures for reclamation purposes. It would 
be most advisable to purchase dentures or a bridge for a 
middle-aged man if it would assist him to secure work 
which he was not able to obtain because of his appear- 
ance. The program also should include dental restora- 
tions for all individuals who are in need of them after 
being so advised by their dentist or physician 

Adults with depletionary diseases should be given com- 
plete dental care as well as those adults whose teeth are 
a positive or contributing factor to their ill health. 

Ihe dental program inaugurated should include all 
of the necessary dental services to maintain a healthy 
mouth and an efficient dental condition. The plan 
should provide for diagnostic procedure, dental surgery, 
treatment, fillings, inlays, crowns, bridge work, ortho- 


dontia, extractions, and dentures 


Dental care is provid ad on a fee basis in all coun- 
Lies except two One of these has a prepayment 
plan for dental care in conjunction with the medi 
cal prepayment agreement. Ihe amount is 50 cents 
per case pet month. In the other county, provision 
is made for the medical society under its prepay- 
ment plan to pay for dental charges when referral 
is made by a physician for dental care. The care 
provided at this time is for the most part limited 
to emergency conditions such as treatment of com- 
municable diseases, extractions; however, the trend 
is toward more adequate care in accordance with 
the suggested poli vy of the State De partment. 


Next Steps 

There are further steps needed in providing med- 
ical and dental care to recipients of public assist- 
ance. At present the plans for care which is neces 
sary, vary, since medical resources vary in local com- 
munities. However, more guidance is needed from 
the State Department in establishing standards of 
care; determining costs with the goal in mind of 
reasonable uniformity both for the services provided 
and for drugs. Such can be accomplished by the es 
tablishment of a Division of Medical Services within 
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the State Department. A trained, qualified physi- 
cian along with medical social workers would ap- 
pear to be the minimum. Such professional staff 
could deal not only with the local physicians and 
the State Medical Society but also assist the county 
welfare departments in the « capacity of consultant in 
recognizing and understanding medical needs of the 
clients. Supervision could be given on difficult 
medical cases by the medical social workers. The 
physician would be responsible for carrying on 
negotiations with physicians, county welfare depart- 
ments, for studying costs, and establishing standards 
of service. Until a professional staff is available, 
the state agency will continue to develop plans in 
order that medical care may be provided for those 
in the state who are unable to pay for care from 
their own resources. It is the desire of the state of 
Kansas to provide care to individuals in order to 
insure their physical and mental well-being. Such 
a program is socially and economically sound. 





Pennsylvania 
By KATHERINE WARDEN 


Supervisor of the Medical Assistance Program 


Basis of Medical Assistance Program 


Tue Pusiic Assistance Law of Pennsylvania de- 
fines “assistance” as including “medical care 

for indigent persons who reside in Pennsylvania and 
need assistance to enable them to maintain for 
themselves and their dependents a decent and 
healthful standard of living.” 

It is provided further that the Department of 
Public Assistance has the power and duty “to pro- 
vide for special needs of individuals eligible for 
assistance, to relieve suffering aig distress arising 
) promote their 
rehabilitation, to he Ip them, if ad to become 
self-dependent. 


from handicaps and infirmities, 


The law specifically states “that it is the legisla- 
tive intent that the purpose of this act is to promote 
the welfare and happiness of all the people of the 
Commonwealth by providing etd assistance to 
all of its needy and distressed. a 

In order to carry out the provisions of the Public 
Assistance Law, the Department of Public Assist- 
ance has developed a program of medical assistance, 
the purpose of which is to provide adequate mini- 
mum medical and dental care, within the ‘criteria 
and limits established by the department, of a qual- 
ity acceptable to competent authorities within the 
respective medical fields. 


The revised Medical Assistance Program, which 
became effective August 1, 1945, was developed by 
the department in close consultation with the State 
Healing Arts Advisory Committee, composed of 
representatives of all participating professional 
groups, and approved by the State Board of Public 
Assistance. 

This program provides for payments to those 
supplying service and goods rather than direct un- 
restricted money payment to the recipient of public 
assistance. The reason for the employment of this 
system for meeting the requirements of medical 
care for the recipients of assistance is the extreme 
unpredictability of the nature and extent of an in- 
individual’s requirements for medical care which 
makes estimation for a given future period seem 
impracticable. 

In seeking medical attention, a recipient has the 
privilege of free choice of practitioner. Each county 
office maintains a current list of all professional 
persons and agencies participating in the Medical 
Program in each county from which a recipient 
may, if he desires, select a practitioner. 

All approved bills are paid in full by the depart- 
ment, and practitioners and vendors participat- 
ing in the program are not permitted to seek or 
accept additional payment from recipients for serv- 
ices rendered. 


Eligibility for Medical Assistance 


An individual is eligible for medical assistance if 
his eligibility has been established for any one of 
several types of assistance: Old Age Assistance, Aid 
to Dependent Children, General Assistance, or, if 
he is eligible, a Blind Pension. 

Eligibility begins with the date the first assistance 
grant is authorized and continues through the last 
day covered by the last assistance check received by 
or on behalf of the recipient. 

A recipient who is temporarily residing outside 
the state of Pennsylvania is eligible for medical 
assistance under the same conditions as a recipient 
residing within the state. 


Scope of Medical Assistance 


Medical assistance is the provision of medical 
service, dental service, visiting nurse service, clinic 
service, medications, and medical goods and sup- 
plies, as defined by the criteria and fees established 
by the State Department of Public Assistance in 
cooperation with the State Healing Arts Advisory 
Committee. 

_The department may, however, upon the advice 
of the State Healing Arts Advisory Committee, per- 
mit exceptions to the policies, rules, and regulations 
whenever, in the department’s opinion, such excep- 
tions are required in order to insure that the needs 
of recipients be properly met. 
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Medical care provided for recipients of assistance 
is supplementary to and involves the proper and 
full utilization of all existing tax-supported and 
voluntary facilities providing medical and allied 
services. 

Any recipient of public assistance is eligible for 
care as a free patient in any state-owned or state- 
aided hospital. For this reason, hospitalization 
is not provided under the Medical Assistance 
Program. 

The regulations of the State Department of Wel- 
fare (revised August, 1939) state: “The Common- 
wealth of Pennsylvania will not accept as a proper 
charge upon it for hospital care a patient . . . who 
pays or whose sponsor or responsible relative pays 
a fee to the doctor associated with the patient. The 
patient’s first obligation is to the hospital... .” In 
accordance with the above, the Department of Pub- 
lic Assistance cannot pay an attending physician 
for services rendered a recipient while the latter is 
hospitalized. 


Participation 


Participation is open to any doctor of medicine 
or osteopathy duly licensed to practice medicine or 
osteopathy, and to any dentist who is duly licensed 
to practice dentistry, provided he is willing to abide 
by the policies and regulations established for the 
Medical Assistance Program. 

Participation is open to any clinic which is the 
out-patient department of a hospital or has a defi- 
nite and acceptable affiliation with a hospital for 
in-patient care, which makes every effort to meet 
the standards for recognized out-patient depart- 
ments as recommended by the American Hospital 
Association, the American Medical Association, and 
the American College of Surgeons, and which abides 
by the policies and regulations of the Medical As- 
sistance Program. 

Dental clinics may participate if such participa- 
tion is recommended by the dental representative 
on the County Healing Arts Advisory Committee 
and approved by that committee. 

Any pharmacy duly licensed by the State Board 
of Pharmacy, may participate if it abides by the 
policies and regulations of the Medical Assistance 
Program. Any clinic eligible to participate may 
furnish pharmaceutical service to recipients of as- 
sistance under the program in accordance with the 
provisions of the State Pharmacy Act. 

Participation in visiting nurse service is open to 
any public health nursing organization, not sup- 
ported by tax funds, which meets the agency mem- 
bership requirements of the National Organization 
for Public Health Nursing, and to any individual 
registered nurse, provided such organizations and 
individuals abide by the policies and regulations of 
the Medical Assistance Program. 


Pennsylvania recipients may seek professional 
care from members of participating professions in 
other states, provided such practitioners are duly 
licensed in those states and meet other pertinent 
requirements that are established for members of 
the same professions practicing in Pennsylvania. 


Administration 


In the administration of the Medical Assistance 
Program, the responsibilities of the State Depart. 
ment are: 

1. To provide adequate medical care within the 
criteria and limits established by the department, 
of a quality acceptable to competent authorities 
within the respective medical fields. 

2. To provide those types of medical and allied 
services which are generally recognized to be effec. 
tive treatment of physical illness in the home, 
office, or clinic. 

3. To provide for services for recipients of assist- 
ance in such a manner as to secure the fullest effec. 
tive participation by practitioners. 

1. To administer the services in as economical 
a manner as possible with due regard for the essen- 
tial needs of recipients, sound standards of care, 
and a fair return to the practitioner. 

5. To make maximum utilization of all existing 
medical and allied resources available to recipients 
of assistance. 

6. To further the coordination of the Medical 
Program with other state-wide health programs. 

7. To secure the professional advice of the Heal- 
ing Arts group by appointing members to the State 
Healing Arts Advisory Committee, which is com 
posed of representatives from the following partici- 
pating professional groups: Medical Society of 
Pennsylvania, Homeopathic Medical Society of 
Pennsylvania, Pennsylvania Osteopathic Associa- 
tion, Pennsylvania State Dental Society, Pennsyl- 
vania State Nurses’ Association, Hospital Associa- 
tion of Pennsylvania, Pennsylvania Pharmaceutical 
Association. 

The State Healing Arts Advisory Committee is 
appointed by the Secretary of Public Assistance- 
each member being appointed after consultation 
with and approval by the appropriate state profes- 
sional organization. Members serve for two years 
with overlapping terms. 

The functions of this advisory committee are: 

1. To give professional advice to the department 
on general medical program policies and regula 
tions and in reference to recommendations received 
from County Boards of Assistance and County Heal- 
ing Arts Advisory Committees. 

2. To consider and advise the department im 
reference to policies in specific areas of the medical 
program so as to ensure adequate medical care 
within the limits and criteria established. 
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3. To act as the principal medium through which 
each participating profession shall communicate 
matters to the department relating to the operations 
of the medical program. 

4. To advise the department in matters of dis- 
pute or of disciplinary action against a partici- 
pant, which require professional knowledge in their 
handling. 

5. To interpret the public assistance program to 
the professions. 

6. To advise the department in reference to 
studiés and analyses relating to the health needs ‘of 
recipients and methods of meeting them. 

The department or the State Healing Arts Ad- 
visory Committee may also seek the advice of in- 
dividuals, or of representatives of allied professions 
or of organizations of recognized standing in the 
fields of health and social welfare, whose advice 
will assist in furthering the objectives of the medical 
program. 

The County Board of Assistance, with its ad- 
ministrative staff, is responsible for the adminis- 
tration of the program in each of the counties. In 
general, the responsibilities of the County Board of 
Assistance are: 

1. To administer the medical program in accord- 
ance wit’ law and the policies and regulations 
adopted by the State Board of Public Assistance 
and the Department of Public Assistance, with the 
advice and recommendations of the State Healing 
Arts Advisory Committee. 

2. To secure the professional advice of the Heal- 
ing Arts groups by appointing members to the 
County Healing Arts Advisory Committee, which 
is composed of representatives from the partici- 
pating professional groups. 

Each County Board of Assistance has the profes- 
sional advice of a County Healing Arts Advisory 
Committee which is appointed by the Executive Di- 
rector of the County Board of Assistance, each 
member being appointed after consultation with 
and approval by the appropriate state or county 
professional association of the seven Healing Arts. 

The functions of the County Healing Arts Ad- 
visory Committee are: 

1. To recommend to the county administration 
for consideration and possible referral to the state 
office, general policies related to the medical needs 
of recipients. 

2. To consider and advise the County adminis- 
tration in reference to policies in specific areas of 
the medical program so as to ensure adequate medi- 
cal care within the limits and criteria established. 

3. To consult with the county administration on 
matters relating to the discipline of practitioners, 
problems relating to chronic care and other matters 
requiring professional advice. 

4. To further the coordination of all medical re- 


sources in the community for the benefit of assist- 
ance recipients, and to develop interest in and sup- 
port for extending community facilities for medical 
services where such are needed. 

5. To interpret the medical program to the local 
professional group. 

6. To recommend appropriate studies and pro- 
mote research in regard to medical needs and meth- 
ods of meeting them. 

The County administration or the County Heal- 
ing Arts Advisory Committee may also seek advice 
of individuals or representatives of allied profes- 
sions or of organizations of recognized standing. 


Medical Service 


Those services which are rendered in the patient’s 
home or physician's office in accordance with the 
criteria and fee schedules established by the depart- 
ment are considered to constitute medical service. 

The recipient in need of medical care goes di- 
rectly to the physician of his choice, who treats him 
and submits his bill to the county administration 
on an invoice furnished by the department. Pre- 
authorization by the county administration is not 
required. 

Home calls are limited to those recipients who 
are not ambulatory, for whom a trip to the physi- 
cian’s office may be hazardous, who have no trans- 
portation to the physician's office, and to other re- 
cipients for whom treatment at the physician’s office 
is not desirable or feasible. 

In acute illness the number of visits made must 
be kept to a minimum consistent with the diagnosis 
of the individual case, the past medical history, and 
sound medical practice. In instances where the 
general practitioner continues to indicate the need 
for acute medical care for conditions which perhaps 
could be adequately treated by general medical 
observation and supervision, the physician may be 
asked by a staff member of the County Board of 
Assistance for medical history and report, and the 
case referred to the County Healing Arts Advisory 
Committee for advice as to the amount of care to 
be compensable. 

An illness is considered to be chronic if it has 
existed, or is likely to continue for a period of three 
months or longer. Ordinarily a maximum of three 
calls per month may be charged. Should additional 
calls be essential the physician must provide suit- 
able explanation if payment for the additional calls 
is expected. All cases requiring medical care in ex- 
cess of three months are reviewed with the medical 
representative of the County Healing Arts Advisory 
Committee. 

The fees for routine office and home calls are 
$1.00 and $2.00 respectively. For a home call after 
11:00 P.M. and before 7:00 A.M., the physician re- 
ceives $3.00. 
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A maximum of $25.00 is permitted in an obstetri- 
cal case. This includes pre- and post-natal care as 
well as delivery in the home. Where delivery takes 
place in a hospital, the physician is paid for only 
the pre-natal and post-natal care given. 

Minor surgery and other surgical procedures 
which can be safely and properly performed in the 
home or physician’s office are compensable in ac- 
cordance with the fee schedule established for such 
services. Fees for these services range from the 
usual office fee of $1.00 to $25.00 for certain kinds 
of fractures. 

There are fifteen X-ray pictures which the gen- 
eral practitioner may take without prior authoriza- 
tion by the county administration. These are X-rays 
required in the reduction of simple fractures, or in 
locating foreign bodies. The fees may range from 
$2.00 to $5.00. 

A travel fee may be charged by the physician in 
addition to the regular fee. Beyond a five-mile 
radius of the limits of the city or borough in which 
the office is located, $1.00 may be charged for each 
five-mile interval, or fraction thereof, traveled one 
way. 


Clinic Service 

In the clinic the amount of acute and chronic 
care which is compensable is the same as that which 
may be provided by physicians. Fees are paid on a 
“visit” basis. A “visit’’ is a treatment or any pro- 
fessional service to a recipient in any subdivision 
of an out-patient department. For a given attend- 
ance at the out-patient department, only one visit 
may be charged even though several different types 
of treatment are provided in various subdivisions 
of the clinic. The fee for a visit is paid at the rate 
of the actual cost to the clinic, but cannot exceed 
the maximum of $1.00. 

There are forty-four X-rays for which clinics may 
be paid, with fees ranging from $2.00 for a single 
toe or finger to $16.00 for genito-urinary-pyelogra- 
phy. All X-rays, except those required to determine 
the presence or absence of fractures, require prior 
authorization by the county administration. 


Dental Service 

Dental service must be kept to a minimum con- 
sistent with sound dental practice, and be limited 
to those services which are necessary to correct path- 
ological conditions in the mouth. Prior authoriza- 
tion by the county administration is required ex- 
cept in emergencies. 

The dental services provided are: examination; 
extractions; prophylaxis, if the supporting tissues 
are diseased; treatments for the relief of pain or for 
any oral pathology which endangers the health; 
X-ray examinations; fillings; root canal therapy for 
the six upper anterior teeth; oral surgery such as 


the removal of cysts, impacted teeth, infected areas, 
and reduction or fixation of a fracture of the jaw; 
and the repair of dental prosthetic devices. 

The provision of dentures requires prior authori 
zation by the Supervisor of the Medical Program 
(State Office). Consideration is given to the age of 
the person, the length of time he has beén without 
teeth, his past experience with the use of dentures, 
and the probability that he will be able to learn to 
use them. 

The maximum fee paid for full upper and lower 
dentures is $50. Other fees range from 50 cents for 
a single X-ray to $25 for the reduction and fixation 
of a fractured jaw. 


Nursing Service 


Nursing visits must be kept to a minimum con. 
sistent with good nursing care, and with the usual 
public health procedures of teaching families to 
assist with care. 

The initial nursing visit may be made at the re. 
quest of the attending physician, the patient, fam. 
ily, a staff member of the County Board of Assist- 
ance, or any interested person. All subsequent visits 
must be in accordance with the orders of the attend. 
ing physician. Each local nursing representative of 
the County Healing Arts Advisory Committee as 
sumes responsibility for seeing that approved medi- 
cal standing orders are available and periodically 
revised as necessary by the medical groups con 
cerned. 

Service for a maximum of four weeks for an acute 
illness is ordinarily compensable provided a_phy- 
sician is in attendance, his orders have been ob 
tained, and the patient is in need of nursing care. 
In exceptional cases requiring more than four weeks 
of nursing care, the County Board of Assistance is 
notified in advance as to the amount of additional 
care required and the reasons for it. 

In communicable diseases, bedside care is allowed 
as for acute illness, provided it is in accord with 
local health laws and the orders of the attending 
physician. The amount of the care to be com 
pensable in chronic cases will be determined 
on an individual case basis by the county 
administration. 

Ante partum nursing service is compensable on 
the basis of one visit per month until the patient 
is under medical care, and thereafter one visit is 
allowed if the patient is to be delivered in the hos 
pital. If delivery is to be in the home, a second visit 
is permitted to assist the patient in planning for 
delivery. 

All post partum and care of newborn requested 
by the physician is compensable in case of delivery 
in the home. If delivery is in the hospital, two 
visits in the home fer instruction and demonstre 
tion bath are compensable. 
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\ maximum of three visits may be made for the 
purpose of teaching the method of giving special 
treatment, such as in the treatment of impetigo, 
scabies, ringworm, etc., as requested by the physi- 
cian. A maximum of six visits is permitted for the 
purpose of giving instruction on the administration 
of insulin to the diabetic. Upon the written order 
of the attending physician, the nurse may admin- 
ister subcutaneous or intramuscular (but not intra- 
venous) hypodermic medication as prescribed. 

When nursing care has been received by a patient 
for a prolonged period, or is being requested for a 
prolonged period, the attending physician may be 
requested by the county administration to submit 
written reports concerning the patient’s medical 
history, progress and further treatment needs. Such 
reports are submitted for joint consideration and 
recommendation by the medical and nursing repre- 
sentatives of the County Healing Arts Advisory 
Committee as to the necessity for continued care. 

A maximum fee of $1.20 per call may be charged. 
A charge of $5.00 may be made for assisting a phy- 
sician at delivery. A charge of 5 cents may be made 
for each mile traveled beyond a radius of five miles 
from the nurse’s headquarters and return. 


Drugs, Medical Supplies, Prosthetics, and Appliances 


All preparations contained in the current issues 
of the United States Pharmacopoeia or National 
Formulary, including over-the-counter items such 
as castor oil, citrate of magnesia, aspirin, mercuro- 
chrome, milk of magnesia, etc., and surgical sup- 
plies, are compensable without prior authorization 
when prescribed by a physician using the depart- 
ment’s regular prescription (and invoice) form. 

Any medication available without cost from the 
State Department of Health or local health officials, 
such as toxoids, antitoxins, serums, and drugs for 
the treatment of venereal diseases, are not reimburs- 
able by the department. 

When the needs of a given case cannot be prop- 
erly met with United States Pharmacopoeia or Na- 
tional Formulary preparations, and some other 
unofficial or proprietary drug is required, the at- 
tending physician may request the county admin- 
istration to secure authorization for the provision 
of the special medication. After the request has 
been reviewed by the medical representative of the 
County Healing Arts Advisory Committee, and 
approved by him, it is forwarded by the County 
Administration to the Supervisor of the Medical 
Program, who presents it to the State Healing Arts 
Advisory Committee for a final decision. 

Prescriptions for a single United States Pharma- 
copoeia or National Formulary ingredient may be 
charged at the rate of cost of the ingredient to the 
pharmacist, plus 5 cents for the container and 25 
cents professional lee. Prescriptions for two or more 


pharmaceutically active ingredients (United States 
Pharmacopoeia or National Formulary items or 
unofficial drugs given prior approval) which require 
mixing by the dispensing pharmacist, may be 
charged at the rate of cost of the ingredients to the 
pharmacist, plus 5 cents for container and 50 cents 
professional fee. Elastic stockings, trusses, and ab- 
dominal supports may be provided if prescribed by 
a physician and approved by the county administra- 
tion. Prosthetics and appliances such as artificial 
limbs, hearing aids, and braces require a prescrip- 
tion by the physician and prior approval by the 
Supervisor of the Medical Program (State Office). 
These items are provided only when it is clearly in- 
dicated that they are not available from another 
source. 


State Responsibility for the | 
Chronically Ill 


(Continued from Page 42) 


There are several requirements to be met if the 
state is to assume responsibility for the care of the 
chronically ill. 

1. Cooperation must be maintained between the 
several state departments and commissions responsi- 
ble for insuring, on behalf of all citizens, adequate 
facilities and services for health maintenance, medi- 
cal service, domiciliary care, and financial assistance 
in time of need. 

2. A comprehensive program can be developed 
and implemented only when based upon fact- 
finding under competent direction supported by 
public opinion and legislative action. 

3. The state agencies involved must provide dy- 
namic leadership in participation with federal es- 
tablishments of health, welfare, and housing, mak- 
ing effective at the community level the services 
people need. 

4. The governmental agencies at all levels must, 
in cooperation with private philanthropic under- 
takings, dovetail their facilities and services so that 
duplication of effort is minimized and complete 
coverage is insured. 

Editor’s Note. Among recent state and municipal re- 
ports concerning care of the chronically ill the following 
are suggested to interested persons: Need For a State 
Infirmary For the Care and Treatment of Aged, Infirm 
and Chronically Ill Persons, a Report to the 1945 Gen- 
eral Assembly by The Public Welfare Council, and Sug- 
gestions Concerning State Infirmaries For the Aged, In- 
firm and Chronically Ill, by the Connecticut Public Ex- 
penditure Council, Inc. Hartford, Conn., 1944; Study 
of Care of Chronically Ill Assistance Clients With Un- 
satisfactory Care in Kansas, Kansas State Department of 
Social Welfare, December 1944; Combatting Chronic IIl- 
ness by Mary C. Jarrett, American Public Welfare Asso- 
ciation, 1313 E. Sixtieth Street, Chicago, Illinois. 
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California Acts to Speed Housing 
Construction 


GOVERNOR EARL WARREN arranged for a team of federal of- 
ficials headed by John H. Tolan, Special Assistant to the 
Director, Office of War Mobilization and Reconversion, 
to come to San Francisco to review the entire question 
of housing and surplus property. At meetings on De- 
cember 10 and 11, all possibilities were investigated. 

It was pointed out that, for instance, at Richmond, 
California there were 4,500 family units, but their use 
depended upon the availability of transportation to and 
from the surrounding communities. For the use of vet- 
erans at educational institutions the cost of moving hous- 
ing from Richland in the Hanford project in the state of 
Washington was reviewed. While this housing including 
all furnishings is provided free in place of state universi- 
ties and colleges, the cost of tearing down, moving, and 
replacing it is such that at the nominal rentals charged, 
ten years are required to amortize the costs. 

Stocks of lumber and building material at the various 
military installations in California were examined and 
it was emphasized by Lt. Comm. Arthur L. Wadsworth of 
the federal team that many of these had not as yet been 
declared surplus. However, following a telephone call 
to Washington, D. C. a statement was sent to the various 
commanding officers to sell at retail prices to bona fide 
builders surplus building materials and lumber held on 
the various bases but not more than three hundred dollars 
worth to any one person or company. This would permit 
completion of many houses now standing unfinished for 
lack of several essential parts. 

Agitation raised concerning the exportation of lumber 
during this critical lumber shortage period developed 
the fact that the amount of lumber so exported was 
roughly about three per cent of total production and was 
required to fill dire needs in certain foreign countries. It 
was emphasized that exporters do not receive higher prices 
for exporting lumber than the domestic price. 

Following this meeting, it is planned to call similar 
meetings in the eleven western states to review the hous- 
ing situation. 


Board of Intergovernmental 
Relations Meets 


THE THIRD MEETING Of this newly formed Board was held 
in Seattle on December 13. Due to the illness of Governor 
Mon Wallgren of Washington, Lieutenant Governor 
Victor A. Meyers, Chairman of the Washington Commis- 
sion on Interstate Cooperation, presided. 

Governor Earl Snell of Oregon and Governor Earl 
Warren of California participated actively in the entire 
session. The principal subjects discussed were the unem- 
ployment situation, disposal of surplus property, and 
housing. The federal team, headed by John H. Tolan, 
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Special Assistant to the Director, Office of War Mobiliza- 
tion and Reconversion, which had participated in hous 
ing meetings in San Francisco, also attended this meeting, 

The Board consists of representatives from the various 
levels of government, including federal, state, county, and 
city of the three coast states, and its purposes is to facili- 
tate the exchange of views and the solution of intergoy- 
ernmental problems. The next meeting, at which Gover. 
nor Snell will preside, is to be held in Portland, Oregon, 
March 15. 


States’ Committee on Legislative 
Methods Meets 


A MEETING of the Committee on Legislative Processes and 
Procedure of the Council of State Governments was held 
at the Stevens Hotel on January 11, 1946. 

Present were Senator Floyd E. Anderson of New York, 
Chairman of the Committee; D. Hale Brake, State Treas- 
urer of Michigan, former President Pro Tempore of the 
Michigan Senate, Representative Bernice Van Der Vries, 
of the Illinois General Assembly; Representative George 
W. Stetson of the Massachusetts General Court; and Theo- 
dore Yoder, First Assistant Attorney General of lowa. The 
Committee discussed a tentative outline, divided into 
thirteen major divisions. Senator Anderson described the 
operation of the New York State Joint Legislative Com- 
mittee on Legislative Methods, Practices, and Expendi- 
tures. It is expected that the Committee will meet again 
in the summer or fall of 1946, and that a report will be 
drafted in time to be available for the 1947 legislative 


sessions. 


Eighth Eastern States Conservation 
Conference 

STATE LEGISLATORS and administrators from fifteen eastern 
states met in Boston on January 18-19, to discuss state and 
interstate land and water resources problems. 

For the past eight ) .rs, excepting the wartime year of 
1945, the eastern states have held a series of annual con- 
ferences for the development of regional conservation 
plans and programs. The early meetings in this series 
limited the subject matter and discussion to an urgent 
problem of primary interest to the seaboard states: the 
conservation, development, and regulation of fisheries 
along the Atlantic coast. From these meetings there grew 
the establishment of the Atlantic States Marine Fisheries 
Commission, now officially representative (by interstate 
compact) of all eastern seaboard states, excepting North 
Carolina. 

Succeeding Conservation Conferences considered at 
other vital and still pending problem, that of forest con- 
servation. A Regional Continuing Committee on For- 
estry was established by the Conference and drafted a 
basic piece of legislation providing public regulation 
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of cutting on private forest lands, later adopted as a 
part of a national forestry program by an interstate 
committee subsequently created by the Council of State 
Governments. 

Two years ago, the Seventh Eastern States Conserva- 
tion Conference directed its attention to the problem of 
water resources use, development, and control. This 
meeting laid the groundwork for the drafting of an 
amendment to the 1944 federal Flood Control Act and 
the 1945 Rivers and Harbors Act which sets forth, as a 
specific declaration of policy on the part of the Congress, 
recognition and protection of states’ interests, their rights 
and responsibilities in the development of rivers and 
their watersheds. 

The Council's Committee on Water Resources, joint 
sponsors of the Boston Conference with the Massachusetts 
Commission on Interstate Cooperation, is attempting to 
contribute to the development of a sound public policy, 
representative of all state governments, in water resources 
conservation and development. 

The meeting of eastern states is the first of a proposed 
series contemplated by the Committee to be held, region- 
ally, throughout the country in an effort to develop a 
consensus of the states’ conclusions and recommendations 
in a field which is likely to be of great public interest in 
1946. 


Saratoga Springs Case 

On JANUARY 14 the U. S. Supreme Court handed down 
a decision which refuses immunity to the state of New 
York from federal excise taxes on the sale of mineral 
waters bottled and sold by the Saratoga Springs Author- 


ity. In a 6 to 2 decision, the court split four ways in its 
reasoning. Justice Frankfurter, who announced the judg- 
ment of the court, pointed out that “the whole tendency 
in recent cases reveals a shift in emphasis (from im- 
munity from taxation) to that of limitation on im- 
munity.” Justice Rutledge concurred in this opinion, but 
cited additional reasons of his own. A separate concur- 
ring opinion was written by Chief Justice Stone and 
joined in by Justices Burton, Murphy, and Reed. These 
members sounded a warning that taxes against a state 
could go too far. While they agreed that the tax under 
consideration in this case “gives merely an accustomed 
and reasonable scope to the federal taxing power,” never- 
theless they pointed out that a tax may be regarded as 
infringing upon the sovereignty of a state, even though 
non-discriminatory. 

The states found an outspoken champion in Justice 
Douglas, whose vigorous dissent was joined in by Justice 
Black. These two members felt that South Carolina v. 
United States, upon which the majority opinion prin- 
cipally rested, did not state the correct rule and should 
be reversed. Said Justice Douglas: ““The doctrine of state 
immunity is too intricately involved in projects which - 
have been launched to be whittled down by judicial fiat.” 
Stating that any change in this doctrine should be ac- 
complished by constitutional amendment, he pointed out 
that the states will be forced to “pay the federal govern- 
ment for the privilege of exercising the powers of sov- 
ereignty guaranteed by the Constitution.” 

Attorneys General of forty-five of the states had joined 
with New York in opposing the federal government's 
attempt to remove intergovernmental tax immunity in 
this case. 
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Government in Publi 
Mustard. New York: 


1945. 235 pp. $1.50. 


Health, by Dr. Harry S. 
The Commonwealth Fund, 


SECOND OF A SERIES of studies by the Committee on Medi- 
cine and the Changing Order of the New York Academy 
of Medicine, Government in Public Health relates the 
history of public health service in the United States show- 
ing the complexity of the interrelationship of the public 
health activities of the federal, state, and local govern- 
ments. Although public health was originally considered 
a local responsibility, the state and federal governments 
soon became interested in it; and a trend toward “federal 
assistance and indirect control” developed. Dr. Mustard 
carefully analyzes current health problems and makes sug- 
gestions for the extension of the public health service 
program in the future, 

Entire chapters are devoted to an analysis of federal 
health services and state and local health departments. A 
summary of trends and a consideration of certain needs 
concludes the volume. 


Veterans’ Information Centers—A Survey of Their 
Operation and Services, by John K. Gurwell. 
Chicago: Public Administration Clearing House, 
1313 East 6oth Street, 1945. 49 pp. $1.50. 


IN ORDER TO PROVIDE informational services to returning 
veterans, many communities have established veterans’ 
informational centers, during the past year. 

Veterans’ Information Centers is based upon a survey 
of centers in cities of over 25,000 population, and pro- 
vides detailed material concerning the organization, op- 
eration, and activities of these agencies. Numerous sam- 
ples of charts, questionnaires, and referral cards are in- 
cluded. The purpose of this study is to furnish informa- 
tion that may prove helpful to communities generally in 
assembling and directing their resources to the best ad- 
vantage of the returning war veteran. 

This pamphlet is an invaluable guide for all officials 
and communities interested in the establishment and 
maintenance of municipal information centers for 
veterans. 
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Financing Government by Haroid M. Groves. New 
York: Henry Holt and Co., end Edition, 1945, 
653 pp-., $4.00. 


ONE OF THE AUTHORS of the recent monumental Treasury 
report on federal, state, and local government fiscal re- 
lations has published the second edition of his treatise 
on public finance. 

In keeping with his 1939 edition and contrary to the 
majority of the other general treatises in this field, Pro- 
fessor Groves has given justified emphasis to revenue by 
devoting the first part of his book to discussion of the 
various forms of government income. Expenditures, debt, 
and fiscal policy are treated in that order in the latter 
part of the book. As the author implies fiscal policy is 
reduced ad absurdum when the net effect of expenditures 
is to benefit the lower income groups while at the same 
time deriving a large proportion of tax revenue from 
the same income groups. An entire chapter is correctly 
devoted to the increasingly important subject of tax ex- 
emption. Reference is, made to the paucity of informa- 
tion on the total amount of tax-exempt property. Too 
often tax exemptions are granted without careful con- 

_ sideration for their inequitable and regressive effects on 
the remainder of the tax-paying community. The chap- 
ters on income tax include a discussion of the repealed 
excess profits tax. Professor Groves’ conclusions on treat- 
ing capital gains in a manner similar to other income, 
points in the proper direction and would close one of 
the principal loopholes to the federal income tax. 

A very thorough discussion of incidence and _ shift- 
ing of taxes is included in chapter 6. Here, use is made of 
numerical demonstrations rather than the conventional 
diagrams and a greater than usual emphasis is placed on 
demand in the shifting process. His criticism of present 
incidence theory is based upon objection to discussion 
in terms of marginal analysis of prices. 

Two chapters are devoted to public debt and one to 
fiscal policy. His conclusions on balancing the budget 
and debt policy are stated on page 613: it can be 
recommended that we seek to balance the budget dur- 
ing the years of good employment only; that we strive 
for a surplus during the best years; that we aim at least 
to balance the budget over a period of years (the cycle) ; 
and that we hope for such prosperity that the debt can 
be substantially reduced.” 

Space limitations, no doubt, prevented more thorough 
discussion of some problems. It was somewhat disappoint 
ing to find only a short chapter devoted to intergovern 
mental fiscal relations after the voluminous report by 
the Treasury Committee. A few more tables might have 
made the reader more aware of the quantitative im 
portance of the subject being discussed. 

There is much to recommend in this study. Of particu- 
lar relevance to state government officials are the chap- 
ters on property, consumption, motor vehicles, natural 
resource, business, state income and inheritance taxes, 
and state aid. An excellent appendix on the history of 
public finance literature by Joseph Rosa is retained from 
the 1939 edition. The book is well documented and a 
supplementary reading list is suggested at the end of 
each chapter. It is clear, and easy to read, and altogether 
a book well-designed for those who desire to penetrate 
into the field of public finance. 

KENNETH P. SANOW 


Full Faith and Credit, the Lawyer's Clause of the 
Constitution, by Robert H. Jackson. New York; 
Columbia University Press, 1945. 60 pp. $1.00, 


‘THIS VOLUME IS THE FOURTH ANNUAL Benjamin N. Cap 
dozo Lecture, delivered before the Association of the 
Bar of the city of New York. It is written in the clear, 
logical, and sensible style which one is accustomed to ex. 
pect from Justice Jackson. The constitutional clause con. 
sidered is Article IV, Section 1, providing, “Full Faith 
and Credit shall be given in each State to the public 
Acts, Records and Judicial Proceedings of every other 
State, and the Congress may by general laws prescribe 
the manner in which such Acts, Records and Proceedings 
shall be proved and the effect thereof.” 

The volume is especially valuable since the topic has 
been relatively neglected in legal literature. Justice Jack 
son concludes that neither the members of the Consti- 
tutional Convention nor the early Congresses had more 
than a hazy knowledge of the problems raised by the 
faith and credit clause. 

As to the recognition of judgments obtained in sister 
states the author concludes that the clause is not an in- 
exorable and unqualified command. Qualifications have 
been introduced as to judgments in personam, the most 
important being that a court of litigation forum may go 
back of an out-of-state judgment to inquire whether the 
rendering court had jurisdiction 

Much more difficult is the problem as to the extra 
territorial recognition to be accorded to a state’s statutes 
or to its common law. Unfortunately Congress has pro 
vided no guidance. Since the clause must be regarded as 
self-executing, however, the courts have been obliged to 
solve issues under it as best they could. The Constitution 
by the use of the term “public acts” clearly includes 
statutes, and perhaps also includes decisional law, though 
the latter point seems not to have been discussed by 
the Supreme Court. 

Conflicting and overlapping state laws present a prob 


lem for which the court, over the years, has been groping | 


for solutions and in dealing with which the court has 
not adhered to any fixed principle. The Court has failed 
to define standards by which “superior state interests” 
in the subject matter of conflicting statutes are to be 
weighed. 

The author points out that by the full faith and credit 
clause the Fathers of the Constitution sought to federaliz 
the state legal systems by the overriding principle of re 
ciprocal recognition of public acts, records, and judicial 
proceedings. It would guard the nation against the dis 
integrating effects of provincialism in jurisprudence, but 
without extension of federal power at the expense of the 


States. 
Justice Jackson points out to the great credit of the 
states: “The states themselves have sought in general 


to attain a greater measure of uniformity in private 
law than Congress or the federal courts have sought 
enforce.” 

Congress, unlike the British Parliament, has failed 
provide for nationwide enforcement of judgments of 
state courts. It is up to Congress to effect such a reform, 
it being beyond the judicial power of innovation. Ur 
fortunately, Congress has been too crowded by proposals 
of more immediate urgency. 

LESTER ORFIELD 
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First Session Roundup 


THe YEAR 1945 Was a busy one for federal legislators. ‘The 
First Session of the 7gth Congress was in almost constant 
session throughout the year, with some goo public bills 
being enacted. Among the measures becoming law in 
1045 which were of significance to the states were the fol 
lowing: $.35, Omnibus Rivers and Harbors Bill (Public 
Law 14, approved March 2) ; 8.940, relating to state regu 


lation of the insurance business (Public Law 15, ap- 
proved March g) ; 8.38%, increasing amounts available for 
agricultural extension services (Public Law 76, approved 
June 6). There were also several 
and agreements approved in 1945: Colorado-Kansas Com 


pact (Public Law 34, approved April 19); New York 


Vermont Agreement (Public Law 71, approved May 31); 


interstate compac ts 


Ohio-Pennsylvania Compact (Public Law 160, approved 
July 24) \ more comprehensive summary of federal 
legislation enacted il 1945 as we ll as current information 
on pending bills may be found in recent issues of the 


Council's Washington Legislative Bulletin. 


os 


Employment Service 


DURING THE HOLIDAY recess of Congress, President Tru 
y 


man “pocket-vetoed” H.R.4407, the appropriation cut 
back bill carrying a rider for the return of the employ 
ment services to the states within 100 days. As a result of 


this action the Executive Committee of the Governors 


Conference at a meeting in Washington, D.C., on January 
j—5, directed the Chairman of the Governors’ Conference 
to arrange at the earliest practicable time conferences of 


the Executive Committee with the President and with 
Congressiona|! leaders to discuss with them the return of 
the employment services to the states as they were deliv 
ered to the federal government in December, 1941, and a 
definite bill to put such action into effect at the earliest 
possible time The Governors’ Conference at its 1945 
Mackinac 


Executive Committee of the Gover 


annual mecting at Island, Michigan, unani 
mously directed the 
nors’ Conference to urge the immediate return of the em 
ployment services to the states and to take all possible 
steps to that end. The employment services were bor 


rowed from the states for the “war production emet 
gency,” with the definite agreement that they would be 
returned to the states at the expiration of that emergency. 

Phe Dirksen substitute for H.R.444%7 passed the Housé 
overwhelmingly on January 29. The vote on final passage 
of the bill in the 


provides for the return of the employment services to the 


House was 263-113. As passed, the bill 


states, as taken over, by not later than June go, 1946. 


Housing 


STATE AND LOCAL GOVERNMENTS and educational institu 
tions that need-emergency housing for veterans may now 
obtain it from the Federal Public Housing Authority. A 
Congressional appropriation ol SIGE.GQoo,000 Was signed 


by the President late in 1945, to pay the estimated costs 


of converting or moving and re-erecting approximately 
100,000 dwelling units. As rapidly as temporary war hous- 
ing and other government facilities usable as housing 
become surplus to present requirements, emergency 
dwelling units are being turned over to communities and 
colleges for veterans’ use. Equitable allocation of the ap- 
propriated funds will enable the FPHA to pay for con- 
version or relocation of temporary housing sufficient to 
meet only the most acute needs in any locality. 

Where housing supplied through the allocation of fed- 
eral funds is insufficient to meet the full need of dis- 
tressed veterans and their families in any locality, cities 
and colleges may also obtain additional units, when they 
are available, to be moved or converted at their own ex- 
pense. Localities that need veterans’ housing and can 
carry out certain cooperative responsibilities are eligible. 
Included are educational institutions with student vet- 
cerans, states or political subdivisions, local public agencies 
including local housing authorities, and nonprofit or- 
ganizations. 


FPHA Responsibilities. Specifically, the FPHA will 
undertake to provide, and pay all incurred costs for, the 
following items: 

1. Temporary dwelling structures and essential non- 
dwelling structures. 

2. Restoration of original sites. 

;. Installing foundations, extending utilities from 
street mains to houses, extension of sidewalks to houses, 
and necessary finished grading around buildings and 
ground covering. 

j. Fixed or movable equipment to the extent that sur- 
plus stocks are available to the FPHA for such purposes 
(mechanical refrigerators, electric ranges, and furniture 
are not included, but will be sold to the local body if 
available) . 


Local Responsibilities. Specific responsibilities of the 
local body are to provide the following and pay all costs 
incurred for: 

1. A suitable site. 

2. Rough grading, installing streets, sidewalks, and 
utility lines, and other improvements if necessary. 

3. Movable or fixed equipment not available from the 
PHA. 

j. Management and maintenance expenses, including 
taxes or payments in lieu of taxes. 

5. Removal of temporary housing from the site, in 
accordance with the Lanham Act. 

The above program is point 1 in an emergency ap- 
proach to the over-all housing shortage. On January 15 
a joint price control and priority program went into effect 
under the control of the Civilian Production Administra- 
tion. Legislation dealing with ceiling prices on the sale 
of both old and new housing is now being considered by 
Congress. Heading up the federal government's attack on 
housing shortages is Wilson W. Wyatt (former mayor of 
Louisville) as National Housing Expediter, 
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